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TICONIUM is beautiful to see, light in weight, accu- 


rate in casting. 
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CAMPBELL DENTAL LABORATORY, 322 Illinois Bldg., Champaign, Ill. 
DENTAL ARTS LABORATORY, Jefferson Building, Peoria, Ill. 
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Chicago Dental 
Society 





President, J. B. Zielinski 


The Chicago Dental Society, under the able leadership of President 
Joseph B. Zielinski, is to be congratulated on the success of its Mid- 
winter meeting held at the Stevens Hotel from February || to 14. The 
thousands of dentists in attendance at the meeting paid eloquent 
tribute to the excellent thought and planning which preceded this out- 
standing dental convention. 
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Midwinter Meeting Attendance 
Sets All Time High 


This article summarizes the recent Midwinter Meeting of the Chicago 
Dental Society. It also includes a listing of some of the celebrities who 


were in attendance. 


To say that the Chicago Midwinter 
meeting, held at the Stevens Hotel Feb- 
ruary 11 to 14, 1946, was a success is 
like saying that the atomic bomb is a 
pretty good bomb. The meeting was big, 
super, colossal. It filled the sprawling 
Stevens hotel to the bulging point. Its 
one criticism, but there were no critics, 
is that it was like a three ring circus—too 
many things going on at one time. Like 
the circus, it had glamour, color, and 
excitement, only mixed with good, sound 
post-graduate dentistry. 

President Joe Zielinski, the other 
officers, the directors, the chairmen of 
the eighteen principal committees and 
executive secretary Russ Hegland, are 
to be commended for a wonderful job 
under trying conditions. Not to be for- 
gotten are the 12,938 registrants who, 
in good nature, waited occasionally for 
an elevator, or in a coat-room line, or at 
one of the many Stevens dining rooms. 
In five days we heard only one real grouse 
and that from an automobile executive 
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staying at the hotel—he cussed all con- 
ventions and the dentists’ in particular. 

It would be hard to pick out a “most 
popular” subject on the program; possi- 
bly the general clinics under Jim Mer- 
shimer and Fred Bazola would fit this 
title. However, the limited attendance 
clinics arranged by Dan Beshoar and 
Paul Kanchier, were sold out; almost all 
Essay presentations and the Question and 
Answer programs had standing room 
only; both these features were headed by 
John Thompson and Russell Boothe. On 
Tuesday and again on Wednesday after- 
noons, from the throngs in front of 
booths and jamming the aisles, you would 
think that the commercial exhibitors 
were giving away nylon hose. 

Brad Brown’s night club Wednesday 
evening, officially the Good Fellowship 
Dinner, had a full house; incidentally, 
the customers received their money’s 
worth. One of the busiest men around 
the hotel was Mr. John Bowman, conven- 
tion manager, who unscrambled meeting- 








room tieups, provided last minute back 
drops for exhibitors, found a few empty 
rooms that the Stevens did not know 
existed, etc., etc. 


From Far Fields 


People came from far places to attend 
this meeting. From Canada came forty- 
four dentists including H. R. Rolls of 
the Journal of the Canadian Dental As- 
sociation and Don Gullett, Secretary of 
the Canadian Dental Association. To 
give the meeting an international color 
we noted these names among registrants: 
Stewart Blue, New Zealand; Focian F. 
Cordero, R. V. Canzani, Guillermo A. 
Ries Centeno, and Ricerio V. Ganzani, 
Argentina; Mario Barrozo, Francisco 
Degni, Brazil; Victor Daniels, Chile; Jack 
Scherinant, Madrid, Spain; J. Fernan- 
dez, Carballa, Puerto Rico. 

One of the most interesting exhibits 
was that of Howard Hartman, Cleveland, 
called “Celebrities.” It consists of photo- 
graphs taken by Dr. Hartman over a 
period of years and at a variety of dental 
meetings. Possibly several hundred pic- 
tures were shown including prints of 
such people as Joe Zielinski, president of 
the Chicago Dental Society; Harold Hil- 
lenbrand, editor of The Journal of the 
American Dental Association; Balint 
Orhan, research histopathologist; How- 
ard Miller, Chicago oral surgeon; Ster- 
ling Mead, president-elect of the A.D.A.; 
Jack La Due, full denture prosthedont- 
ist; Wm. H. G. Logan, former dean of 
Loyola and former Trustee; Jim Gentilly, 
‘editor of Desmos. 


The registration figures confirm that 
there were lots of people at the Stevens. 
Total registration was 12,938. Broken 
down this total is as follows: 


Dentists 


Chicago 2,557 


A.D.A. Visitors ........ 4,132 6,689 
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Guests 

ES eee 42 

Health Nurses ......... 26 

a 455 

ek isk x how anaen 1,658 

| A Birae 1,043 

SAS Sap 140 

OE a Oe Se ee 180 

OO ee 731 

I is a icgk «a9 1,207 

Exhibitors’ Guests ...... 767 6,249 
12,938 


Seen on the Scene 


In walking through the lobby, corri- 
dors and convention rooms, the following 
familiar faces were seen: Walter Scherer, 
Houston, president of the A.D.A.; small 
but dynamic Sterling V. Mead, Wash- 
ington, D. C., president-elect of the 
A.D.A.; nostalgic Harold Oppice, past 
president of the Chicago Dental Society 
and Illinois Trustee; the slight Le Roy 
Ennis, Trustee from Philadelphia; H. B. 
Washburn, Trustee from St. Paul; Carl 
Waldron (preoccupied when we saw 
him), editor of the Journal of Oral Sur- 
gery; smiling Ed Mimmack of Buffalo; 
J. Randall Luten, Little Rock, Arkansas; 
G. Walter Dittmar, former A.D.A. presi- 
dent and Illinois “great,” who even 
though not too well, could not stay away. 


Talked to Dean Jerry Timmons of 
Temple, big black cigar and all, who is 
worried about the relationship of dental 
students to population in Pennsylvania. 
Dean Maynard Hine does not look any 
older under his new responsibility; John 
Brauer of California was there looking 
queer in civilian clothes. In a crowded 
elevator, a familiar voice drew our at- 
tention—it was Ray Wells, former A.D.A. 
president, also unfamiliar in civvies; 
Cleveland’s Jim Gentilly, now an editor, 
gave Chicago’s Earl Boulger a ribbing 
about printing an article; Dean Ralph 
Byrnes of Emory still has a flashing smile 
and an amazing line of good stories. The 








old time full denture barnstormer, Day- 
ton Dunbar Campbell of Kansas, renewed 
Chicago acquaintances. Dean Bob Mc- 
Nulty of Loyola, red-headed president 
of the Illinois State Dental Society, 
headed a delegation consisting of Ned 
Arganbright, past president; L. H. Jacob, 
secretary; Bob (now famous*) Kesel, 
treasurer; “Lord,” I mean Lloyd Dodd, 
president-elect from Decatur; and How- 
ard Moreland, Cairo flying enthusiast. 
Henry Westhoff was one of a whole 


delegation from St. Louis that almost’ 


missed a Sunday night dinner because 
their train was late. Talked a little to 
Otto Brandhorst, new Dean at Wash- 
ington University Dental School, St. 
Louis. S. F. Bradel has a good story on 
a new X-ray technique; met Mrs. Russ 
Hegland who must think by now that all 
dentists are nuts. Past Chicagoan, Com- 
mander A. A. Gilbert, has an oil painting 


hung in the third floor exhibit of the 
Stevens called “Shore Leave.” That ca- 
nary-yellow shirt and bright blue woolen 
tie you saw walking through the lobby 
was on Leo Kremer. Big Col. Ken 
Cofield, former liason officer at the 
A.D.A., looks fit. Former Col. Paul 
Clopper displays a gold discharge pin 
as proudly as the kids he used to boss. 
Talked to a number of dental boys, still 
in uniform, who were just wondering 
where the replacements were, especially 
the ones sent through dental schools on 
federal money. 

And so ends the Eighty-First Midwin- 
ter meeting; the only thing to look for- 
ward to now for the boys from Illinois 
is the Illinois State Dental Society meet- 
ing sometime in the not too distant fu- 
ture. The Eighty-First meeting was a 
wonderful show. 


*Kesel story on page 107. 











change of address. 


Street, Chicago, Illinois. 








NOTICE TO SERVICE DENTISTS 


If you have been released from the armed forces or expect to be released, 
please notify the state secretary, Dr. L. H. Jacob, 634 Jefferson Bldg., 


Peoria, Illinois. If you have an office address, give that; if not, give your 


For information or assistance upon your discharge, contact Dr. Charles W. 


Freeman, Chairman of the Military Affairs Committee, 55 E. Washington 
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Dental Needs, Dental Demands and 


Dental Costs* 
By M. L. Dollar, B.S.+ 


In a meeting recently I was called 
upon to discuss the problem of dental 
needs, costs, and demand for service, 
the same topic assigned to me today. 
After the meeting one of my good friends 
among the dentists present politely re- 
marked that he thought I had done a 
good job, and then he added, aptly, “But 
it is too bad statistics can’t be presented 
without figures!” With that sentiment I 
am in hearty agreement. I am bored by 
figures as quickly as the next fellow. 
As a statistician I suffer from statistics 
just as the dentist, I am told, suffers 
when subject to his own drill. As the den- 
tist through pity does his best to perform 
painless dentistry, I attempt, without 
much success I fear, to perform “pain- 
less statistics.” Because of my deep feel- 
ing for you men in my own home baili- 
wick, I shall belabor you today with as 
few statistics as possible. 


Description of Factors 


In line with this benevolent intent I 
shall attempt not to emphasize figures 
on the number of fillings required and 
the cost of supplying them, but rather to 
describe some of the more important as- 
pects of the complex of factors that go 
to make up the involved problems of 
dental needs, costs, and public demand. 

Because the interrelationships between 
the various factors in the dental health 
problems are so intricate and because the 
whole system is not static but is constantly 
moving with each change setting off a 
whole chain of complicated and fre- 
quently unpredictable alterations in the 
dental picture, those of us who are stu- 
~ *Presented Oct. 17, 1945, as one of a series of dental 
socio-economic lectures, ‘‘The Dentist in the Social 


Order,”’ sponsored by the Chicago Dental Society and 
the University of Chicago. 

+Department of Public Health Economics, School of 
Public Health, University of Michigan, Ann Arbor, 
Michigan. 


dents of the problem frequently have the 
feeling “now we see it, now we don’t.” 
In order that we in this study group may 
not over-simplify the dental problem in 


‘our dealings with it, I shall review with 
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you a few of its many aspects. 
Two Types of Need 


Prevailing Need and Incidence of 
Need.— First let us turn our attention to 
two concepts which we must utilize in a 
discussion of dental need, the concept 
of prevailing need and the concept of 
incidence of need. Sometimes these two 
aspects of dental need are a bit confusing 
and unless we understand them thor- 
oughly it is difficult to discuss the dental 
problem intelligently. 

Put simply, prevailing need is the 
amount of dental care required at a given 
moment by all of the people in any 
group. Prevailing need may be expressed 
either in terms of the total number of 
dental services, e.g., fillings, extractions, 
etc., or in terms of the average number 
per individual of each service required. 
Thus prevailing need is weighted both by 
the requirement of those who through 
neglect have a large accumulation of 
need and also by the need, or rather lack 
of need, of those who may recently have 
had all their dental work completed. 

By the term incidence of need is meant 
the amount of new dental defects of 
various types that develops during a 
stated interval of time, ordinarily a period 
of one year. Incidence of need, also, 
may be stated either in terms of the total 
number of defects that may develop in 
a year for an individual or for a group, 
or in terms of the average number of 
defects of various types that may develop. 














These two measures of need are of 
the greatest importance in any planning 
we may do to meet the dental health 
problem. The prevailing need repre- 
sents the backlog, the accumulation of 
need with which we are faced in order 
to restore the mouths of the public to a 
healthful state. The incidence of need is 
a measure of the amount of dental care 
that will have to be provided each year 
in order to maintain the mouths of the 
public in a healthy condition. 


Since this is a class-room session I shall 
risk boring you with repetition in order 
to be sure that you understand this con- 
cept clearly and have it fixed in your 
minds. Let me illustrate these two meas- 
ures of dental need by an analogy which 
I shall present. Let us imagine a balance 
scale and consider that one of the balance 
pans represents dental need and that the 
other pan represents dental services. Let 
us consider that there is pouring into the 
pan on the need side of the scale, a con- 
stant stream of sand that represents the 
constant development, the day. by day, 
hour by hour deterioration of the tooth 
structure and its supporting tissue. On 
the other side of the balance let us im- 
agine weights of various sizes that are 
dropped at varying intervals into the 
“services” side of the scale in order to 
bring needs and services into balance. 


Incidence of Need 


The amount by which the scale is 
tipped within a stated interval of time 
on the side of need is a measure of the 
incidence of need. The total amount that 
the scale may be tipped on the side of 
need at any particular moment in time, 
when at the same time the weights on 
the service side of the scale have been 
falling in varying quantities and at vary- 
ing intervals of time into the scale, repre- 
sents the prevalence of need or the ac- 
cumulation of need that has not been 
cared for. 

In conjunction with the concepts of 
prevailing need and incidence of need 
are two concomitant terms which we 
should understand also. They are initial 


97 


care and maintenance care. Initial care 
represents the amount of care required to 
correct prevailing need, and maintenance 
care represents the amount of care re- 
quired at stated intervals of time to meet 
the increment in need which we call in- 
cidence of need. To refer again to our 
analogy, initial care represents the 
amount of care that would be required 
at any moment in time to bring needs 
into balance, while maintenance care re- 
fers to the amount of care required at 
stated intervals to balance the needs that 
have accumulated in that interval of 
time. 


Present Dental Habits 


The dental habits that now prevail are 
such that dental defects are allowed to 
accumulate until the scale is badly tipped 
on the need side and then at sporadic 
intervals services are added in varying 
amounts which may or may not bring 
the scale back into complete balance. 
Under an ideal program needs would be 
allowed to accumulate only until the 
scale had tipped but slightly and at stated 
regular intervals services would be added 
in amounts sufficient to bring the scale 
back into a completed balance between 
needs and services rendered. 


Interrelationship Between Dental 
Needs.— In discussing dental needs ordi- 
narily, we deal separately with each item 
of need in relation to various age group- 
ings. Thus we see but a two dimensional 
picture of need. In order to see the prob- 
lem of dental need in perspective we must 
add to our analysis another dimension 
and view the interrelationship between 
the various types of dental need for vari- 
ous age groupings. Obviously the need 
for fillings, bridgework, and dentures are 
not independent of one another but are 
intimately connected and influenced by 
one another. I should like to point out 
to you some of the gross details of this 
interrelationship. 


Like all other biological developments, 
the dentition has a natural history of de- 
velopment and destruction beginning 








with the earliest formation of the 
tooth buds in the embryo and ending 
ordinarily in the edentulous mouth of 
the aged. This progression of growth and 
decay gives rise to dental needs that fol- 
low a cyclical course, each cycle of which 
can be identified roughly with various 
age spans in the course of the average 
person’s life. These cycles are not con- 
tinuous but overlaping. That is, one 
cycle does not begin at the point where 
the previous cycle terminates, rather the 
new cycle begins as the previous cycle is 
on the decline. 


Dental Cycles Identified 


In order to identify these dental cycles 
I have arbitrarily assigned them names. 
The first, of course, is the cycle of the 
deciduous teeth, their eruption, decay, 
and early loss and exfoliation which be- 
gins during the first year of life and ter- 
minates about the twelfth year. The sec- 
ond cycle may be called the caries and 
fillings cycle which begins with the erup- 
tion of the permanent teeth at about the 
sixth year, reaching its height at about 
the fifteenth year and declining there- 
after as a result of tooth loss and reach- 
ing negligible proportions after middle 
age. The third cycle may be called the 
period of extractions and bridgework be- 
coming of significance at about the fif- 
teenth year and, with the increasing 
cumulation of tooth loss, declines after 
about the fortieth year. The fourth and 
last cycle may be termed the period of 
continued extractioris and of full den- 
tures. This cycle does not take on sig- 
nificant proportions until about the thir- 
tieth year and continues, of course, 
through the remainder of life. 

This discussion of the dental cycles 
does not presume to give an accurate 
statistical presentation of the frequency 
of dental conditions at the various age 
levels. Rather it is intended to give a 
general idea of the dental needs that 
predominate in the population at present 
among persons of various age levels. The 
first cycle, the period of deciduous teeth 


is characterized by the need for fillings 
and occasional space maintainers, but 
the early arrival of nature’s process of 
exfoliation prevents this period from pre- 
senting the more complicated problems 
of prosthesis that accompany tooth loss 
in later life. The need for fillings during 
this stage reaches a maximum average 
of about seven fillings. With rapid ex- 
foliation after the sixth year the number 
of carious areas decreases rapidly. With 
the eruption of the permanent teeth at 
about the age of six, nature gives us a 
chance to try again; but at the same time 
the caries attack begins again, and with 
the neglect that characterizes our dental 
habits new carious areas accumulate rap- 
idly until at the age of fifteen the aver- 
age dental patient requires almost seven 
fillings. By this time neglect begins to 


_take its toll through tooth loss and with 
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the reduction in the available tooth sur- 
faces resulting from extractions, the num- 
ber of unfilled carious areas begins to 
decrease. As the number of extracted 
teeth increases the need for prosthetic 
appliances increases to the point where 
they become the predominant need. 


Neglect Causes Loss 


Because of neglect, tooth loss as well 
as the development of caries begins al- 
most immediately after the eruption of 
the first permanent molars. Tooth loss 
develops rapidly and by the age of 20 
years approximately 25 per cent or one 
person in four requires a bridge of one 
or more units. The need for bridges 
increases slowly until slightly more than 
go per cent of dental patients require 
bridges at the age of 25 years. The per- 
centage remains fairly constant until 
about the age of 40 years when the per- 
centage of patients requiring bridges 
again goes below 30 per cent and con- 
tinues to decline thereafter. 

Since tooth loss is a cumulative process 
the question arises as to why the need 
for bridges remains so constant from the 
ages of 20 through 40 years and why it 
should begin to decline. The obvious 








answer is that as tooth loss advances 
fixed and removable bridges will no 
longer suffice as restorations and must 
give way to partial and full dentures. 
The rapid increase in the number of 
partial and full dentures tends to keep 
the need for bridges in a relative balance 
until about the age of 40 years when 
about 30 per cent of the dental patients 
need dentures and about 30 per cent 
also need bridges. Beyond that age level 
as the cumulative loss of teeth increases, 
the need for dentures continues to grow 
while the need for bridge work decreases. 
Thus the period beyond 40 years of age 
may be called the “age of dentures.” 


Indication of Cycles 


. The relationship between the various 
dental cycles that have been described 
here is a portrayal of the existing dental 
condition in this country. This relation- 
ship is by no means a static one, but 
changes as the dental care habits change 
for better or worse. Adequate dental 
care can result in radical shifts in these 
dental cycles. With adequate care the 
period characterized by fillings can be 
greatly lengthened and through the re- 
duction in tooth loss resulting from 
prompt treatment the age period domi- 
nated by bridges can be delayed for many 
years. In turn, the period at which full 
dentures become the dominant dental 
correction can be greatly delayed, thus 
shoving the whole dental cycle ahead. 
Conversely, through dental neglect the 
cycle can be shoved back so that bridges 
will be required earlier and full dentures 
will become common at a relatively early 
age. 

It has been proved beyond a doubt that 
in our population there is a wide varia- 
tion in the amount of dental care re- 
ceived by persons on various economic 
levels. Thus a comparison of the dental 
needs of persons on different economic 
levels will demonstrate the effect on the 
dental cycle of the degree of adequacy 
of dental care. Utilizing material from 
the study of the Dental Needs of Adults 
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made by the Committee on Economics 
of the A.D.A., I have prepared the fol- 
lowing data to demonstrate the differ- 
ences in the dental cycle of persons on 
the income level below $1,000 per year 
with the dental cycle of persons in the 
income bracket “over $3,000.” 


"Fillings Cycle" 


From this it can be seen that the “fill- 
ings” cycle extends to age 35 years in 
the upper income group, whereas in the 
lower income group the “fillings” cycle 
merges with the “bridgework” cycle after 
the twenty-fifth year. In the upper in- 
come group the “bridgework” cycle ex- 
tends to about the fifty-fifth year before 
the “full upper-denture” cycle becomes 
dominant, whereas in the lower income 
group the “full upper-denture” cycle 
becomes dominant after about the thirty- 
fifth year. In other words, in the upper 
income groups where dental care has 
been more adequate the period of use- 
fulness of the natural teeth has been 
greatly extended and the evil day when 
it becomes necessary to resort to artificial 
dentures is greatly postponed. Since the 
dental care received even by the upper 
income group included in this study was 
far from adequate, the picture presented 
for this group falls far short of demon- 
strating what ultimately could be accom- 
plished if completely adequate care were 
received. There is every reason to be- 
lieve that if completely adequate care is 
received in the average case the cycle of 
full denture dominance in dental needs 
would entirely disappear from the graph. 

In passing I should like to suggest 
that this type of analysis of dental needs 
may be helpful in considering how lim- 
ited funds and limited personnel might 
best be utilized in a dental health pro- 
gram. Should funds and personnel be 
utilized to spread services thinly over the 
entire age span, the need for all types of 
dental care would be lowered somewhat, 
but the cycles of need would retain ap- 
proximately their present relationship. 
On the other hand if a program were 






























































introduced to concentrate expenditures 





on the younger age groups the net result 
would be that through the reduction of 
tooth loss the “fillings” cycle would be 
gradually advanced at the expense of 
the “bridges” cycle, and the “bridges” 
cycle would be expanded at the expense 
of the “dentures” cycle. The first ap- 
proach, it appears to me, is but a short 
term ameliorative approach, while the 
second is a long term corrective ap- 
proach that would result in a future 
generation with sound dental health. 


Cost Is an Important Factor 


Costs of Dental Care.— Dental costs 
are the second part of the trinity of den- 
tal economics: need, cost and demand. 
The dental problem cannot be described 
in terms of need alone for the cost of 
providing care is a basic factor that in- 
fluences both the extent of need and the 
demand for care. It is the cost of dental 
care that results in a large proportion of 
dental neglect, and it is the cost of pro- 
viding care that proves a stumbling 
block in the path of most dental pro- 
grams. 

Since the cost of providing dental care 
must necessarily be based on the need 
for dental service, the estimation of cost 
is subject to all the difficulties and uncer- 
tainties that are involved in the determi- 
nation of need. Obviously, as needs 
change, the cost of providing care changes 
accordingly. Furthermore as we must 
consider need in terms of prevailing need 
and incidence of need, we must corre- 
spondingly consider cost in terms of ini- 
tial care to restore the mouth to dental 
health whatever its condition may be 
and in terms of the cost of maintaining 
the mouth in condition on an annual 
basis. 

In addition to the difficulties in deter- 
mining costs which arise from ascertain- 
ing need, the fixing of a basis for pricing 
dental procedures in itself presents a 
most difficult problem. It would seem 
that basically the time of the dentist and 
his auxiliary personnel involved in the 
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rendering of a service should be the 
determinant of cost, but only in a lim- 
ited sense is this true. As you well know 
there is a wide variation in the time 
required by various dentists to perform 
a given service. Furthermore, there is 
little relationship between the time re- 
quired for various operations and the 
price charged for the service even when 
the services are performed by the same 
individual. Prosthetic work traditionally 
has commanded fees greater in propor- 
tion to the amount of the dentist’s time 
involved than the fees charged for the 
more commonplace, yet often equally 
difficult process of placing fillings or per- 
forming extractions. In addition to these 
inherent difficulties in estimating costs 
are the complexities arising from the 
wide range of fees charged by dentists 
in various parts of the country, by den- 
tists in various types of communities in 
the same section of the country, and by 
dentists in different neighborhoods in 
the same city. 


Price Fixation Difficult 


In view of these many variables in 
the determination of cost, I am sure you 
can readily understand the difficulty in- 
volved in estimating cost even when 
needs are known. I emphasize these dif- 
ficulties in the determination of costs not 
to discourage you in planning nor to 
discredit estimates of costs that have been 
made. Rather I call your attention to 
these difficulties and limitations in order 
that you may guard against accepting 
without question any figures on cost 
which I may present to you. I want you 
to realize that estimates that are made 
are not accurate to the penny nor even 
to the dollar. All estimates that have 
been made to date are little more than 
rough estimates that can serve as a 
working hypothesis for planning for den- 
tal care. At the same time that I warn 
you against accepting estimates on costs 
as minutely accurate, I would also em- 
phasize to you that the best estimates are 
certainly accurate enough for the broad 
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planning in which we are now engaged. 
In spite of all the hazards in estab- 
lishing costs which I have described, the 
fact that the findings of several studies 
regarding costs have been in fairly close 
agreement adds confidence that these 
estimates are reasonably close to the 
truth. Peter T. Swanish, in a study of 
workers in selected industrial plants in 
Chicago, found that it would cost about 
$52.47 to rehabilitate the mouth of the 
average worker. The Committee on 
Economics of the American Dental Asso- 
ciation in a study of a selected sample 
of adult dental patients in the office of a 
private practitioner found that the cost 
of restoring the mouths of the patients 
was $48.96 for the average man and 
$45.43 for the average woman. Dorthy 
Fahs Beck in a study of a sample of adult 
clinic patients found that it cost about 
$52.66 to restore the patient’s mouth. 
Beck found also that the cost of main- 
taining the average mouth in a healthful 
condition is about $10.05 annually. 


Cost of Children's Care? 


While these estimates on the costs of 
dental care for adults can be accepted 
with some degree of confidence, as yet 
the estimates on the cost of dental care 
for children is little more than a guess. 
The reported costs of care for children 
vary widely, but from available estimates 
I would guess that the cost of initial 
care for children under 15 years of age 
would be about $15. Maintenance care 
for this would probably be about $8 per 
year. These figures are exclusive of ortho- 
dontia. 

On the basis of these figures it is inter- 
esting to estimate the cost of providing 
dental care to the entire population. If 
the rounded figure of $50 for initial care 
for adults were accepted as a basis for 
estimation, the total cost of meeting the 
accumulated dental needs for the ap- 
proximately 100,000,000 adults in the 
United States would be approximately 5 
billion dollars or about ten times the 
amount spent by the American Public 


for all its dental care during the year 
1940. If this initial care was received 
at once, which obviously is impossible, it 
would cost approximately 1 billion dol- 
lars annually thereafter to maintain the 
dental health of the adult public. Initial 
care for the approximate 27,000,000 chil- 
dren between the ages of 3-14 years 
would cost approximately 405 million 
dollars and maintenance care for this 
group after initial needs were met would 
cost about $216,000,000 per year. 


Figures Present Picture 


These astronomical figures give us a 
vivid picture of the magnitude of the 
job of providing complete care to all of 
the population. When we consider that 
our present number of dentists are capa- 
ble of producing only about 500 million 
dollars worth of services per year it be- 
comes obvious at once that any large 
scale dental program must also be a long 
range program depending on the expan- 
sion of the dental profession. Further- 
more we must realize that if dentists were 
available to perform all needed services 
the actual services rendered would be 
limited by the actual demand for serv- 
ice from the public. This takes us into 
the next major problem which we are 
to consider. 


Public Demand for Dental Care.— 
Those of us who are interested in the 
dental care problem have discussed vol- 
ubly dental needs and costs, but when 
faced with the equally important consid- 
eration of public demand for dental care, 
most of us have shied at the hurdle and 
have gone around rather than over it. 
The reason the subject is avoided is that 
we have so little data on it. For this 
reason it is with some hesitation that I 
approach the subject. Since there are 
so few facts on public demand for den- 
tistry I shall attempt to describe some of 
the factors involved in public demand 
for dental care and their interrelation- 
ship rather than attempt to give you an 
actual measure of demand for dental 
service. 
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In discussing demand for dental care 
there are three major dimensions which 
we must consider. In order to give names 
to these dimensions I will call them, for 
want of better terms, “Need,” “Effective 
Demand” and “Potential Demand.” 
What is meant by “Need” is obvious but 
the terms “Effective Demand” and “Po- 
tential Demand” call for some explana- 
tion. In referring to “Demand” for den- 
tal care we should distinguish between 
demand as representing desire to have 
dental service as contrasted with the de- 
sire plus the ability to obtain dental 
service. The unqualified desire for dental 
service I have called the “Potential De- 
mand,” whereas desire plus ability to 
obtain dental service I have called “Ef- 
fective Demand.” 

It is the interrelationship of these three 
factors, Need, Effective Demand and 
Potential Demand that determines the 
intricate and complex entity which we 
label simply as “Demand.” The rela- 
tionship between these three factors may 
be illustrated by three superimposed cir- 
cles, the larger representing “Need,” a 
smaller circle within representing “Poten- 
tial Demand” and a still smaller circle 
within that representing “Effective De- 
mand.” 


Need May Be Estimated 


Of these three dimensions of the dental 
problem we can estimate with any degree 
of accuracy only one, that is, “Need.” 
We have reviewed already in a very sum- 
mary fashion the diameter and circum- 
ference, so to speak, of this circle of need 
in the U. S. We know that the dimen- 
sions of our problem of need are indeed 
great — almost staggering. It is this 
circle that marks out for us our ulti- 
mate goal — that is, to provide services 
and create a demand equal to existing 
need. 

Our data on present effective demand 
for dental service, unfortunately, is even 
less reliable than our data on costs. To 
get at the dimensions of this center circle, 
effective demand, we have to resort to 
the device of estimating the amount of 
services received in terms of expendi- 


tures for dental service and the even 
cruder index of the ratio of dentists to 
the population. Let us look for a mo- 
ment at the magnitude of present effec- 
tive demand for dental service. 


Total Dental Expenditure 


As was pointed out earlier the total 
expenditure for dentistry in the U. S. 
in 1941 was approximately $500,000,000 
that year. This expenditure we can as- 
sume to be the present dimension of the 
center circle—effective demand. We have 
already seen, too, that the cost of meeting 
the total dental needs of the adult pub- 
lic would be about 5 billion dollars. Thus, 
effective demand equals about 4% of 
total need. That is to say in the year 
1941 the American public demanded and 
paid for only about one tenth of the total 
accumulated need. 

Another basis for estimating the mag- 
nitude of effective demand in relation to 
need is the ration of available dentists 
to the number required theoretically to 
care for the total need. We now have 
about 70,000 — about 65,000 of whom 
are in active full time. practice — to meet 
the effective demand for dental service. 
Before the war this number was sufficient 
to give care to all who applied for it. 
Thus we can say that the inner circle, 
effective demand, is equivalent to the 
services of about 65,000 dentists. In 
order to liquidate in one year the entire 
accumulation of dental need among both 
children and adults would require, ac- 
cording to rough estimates, from eight 
to ten times that number of dentists. 

Thus it can be seen that both indices 
— expenditures for dental care and num- 
ber of dentists available both indicate 
that the annual effective demand, the 
inner circle of our diagram, is equal to 
approximately only 49 of the total ex- 
isting need, or the larger circle in our 
diagram. 

We have now discussed need and ef- 
fective demand but there remains the 
third and equally important area — the 
area of potential demand. That is, the 
demand that would exist if all barriers 
of availability of personnel and facili- 
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ties, and all economic barriers were re- 
moved. In other words it is the demand 
for services that would exist if dentists 
were readily accessible to the entire popu- 
lation and if cost were not a factor. The 
dimension of this potential demand is a 
measure of the level of health education 
and a reflection of the health care habits 
of the American people as of the present. 
In our discussion and planning for 
dental programs too little attention has 
been given to this third dimension of 
the dental problem, potential demand. 
Too frequently we assume that if the 
limitations of cost and availability of 
services were eliminated that demand 
would at once equal need. Both exper- 
ience and common sense tell us this is 
not the case. Among indigents in certain 
areas where dental services are readily 
available without charge, the rate of 
utilization is always far below need. Simi- 
larly among the upper income group 
where the cost of dental care is not a 
limiting factor the demand for care is 
still considerably below need. The answer 
to the question “Why do these groups not 
take advantage of the facilities so readily 
available to them?” is found, for the most 
part, in the lack of dental health educa- 
tion. We have not yet succeeded in de- 
veloping a proper appreciation of the 
importance of dental health. We have 
not succeeded in persuading the public 
to assign the proper value to dental care 
as compared with other claims on one’s 
time. We have not understood clearly 
that health education must be aimed not 
only at imparting knowledge, but also at 
the formation of habits of seeking care at 
regular intervals. Mere knowledge of 
the importance of dental health will not 
automatically result in action. If we are 
to create demand for dental service that 
will approximate need we must approach 
the problem through childhood training 
and through psychological appeal to 
adults based on advertising techniques 
now as effectively utilized in marketing 
commercial services and products. 


Potential Demand Uncertain 


Unfortunately, we have no data at all 


on the extent to which potential demand 


actually exceeds effective demand. The 


dimensions of this area in our circle can- 
not be set even approximately from data 
now available. However, we do know 
from experience that a great many peo- 
ple postpone or neglect all together den- 
tal services that are badly needed be- 
cause, they say, they can’t afford the cost 
of the service. 


Selwyn Collins’ Survey 


Some clue may be had regarding po- 
tential demand from the study by Selwyn 
Collins of the Frequency of Dental Serv- 
ices Among 9,000 Families. This study 
was made as a part of the study Commit- 
tee on the Cost of Medical Care made 
during the period 1928-1931. In analyz- 
ing annual rate of dental cases among the 
families studied Collins found a wide 
variation in the percentage of persons 
on different economic levels who visited 
the dentist one or more times in the 
course of a year. According to the find- 
ings of the study, one out of eight per- 
sons in the income group below $1,200 
visited the dentist each year as com- 
pared with one out of five persons in the 
income group $1,200 to $2,000; one out 
of four persons in income group $2,000 
to $3,000; one out of three persons in 
income group $3,000 to $5,000 and more 
than one out of every two persons (three 
out of five, in fact) in the income group 
$5,000 and over. While there is no indi- 
cation here as to the relative amount of 
services received by those actually going 
to the dentist, the fact remains that 
among persons in the income group “over 
$5,000” where cost was presumably no 
serious handicap, about five times as 
many persons proportionately visited the 
dentist as was the case among persons 
on the income level “less than $2,000” 
per year where cost of care was obviously 
a serious deterrent. A comparison of 
specific services received by the persons 
on various income levels brings out even 
greater contrasts in the effective demand 
of these groups. Collins found, for exam- 
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ple, persons in the income group “under 
$1,200” received only slightly more than 
one filling per year as compared with 
three fillings for the group $1,200 to 
$1.999; five fillings for the group $2,000 
to $2,999; six fillings for the group $3,000 
to $4,999; and ten fillings for the group 
$5,000 per year and over. In other 
words the effective demand for fillings 
was ten times as great among the upper 
income group as among the lower income 
group. 


Comparison Indication 


This comparison of the services re- 
ceived by the various income groups 
would seem to indicate that if the eco- 
nomic barriers to adequate dental care 
were removed, the lower income group 
immediately would demand as much 
dental care as the upper income group. 
However, I hasten to point out that such 
a deduction contains a fallacy —for it 
must be noted that the difference in the 
demands for dental service by the various 
income groups is influenced not only by 
income but also by the respective level 
of health education and the attendant 
health habits of the population on the 
various income levels. Thus, if the re- 
strictions of cost of dental care were 
removed at once, the increase in demand 
for care by each income group would be 
limited by the level of health education 
of that group. In other words the effec- 
tive demand would expand only to the 
limits of the existing potential demand. ° 

The relationship between need, po- 
tential demand, and effective demand 
has been discussed to this point in terms 
of the present situation — a static situa- 
tion. However, as you have already seen, 
I am sure, this is actually a dynamic situ- 
ation involving constantly changing vari- 
ables. All three factors in our discussion 
—need, potential demand and effective 
demand—change from day to day and 
year to year. The factors are so inter- 
related that a change in any one results 
directly or indirectly in a change in the 
other two factors. 


When the public purchases more den- 
tal services the total accumulated need 
is decreased. Also with increasing pur- 
chase of dental care the public grows 
more dental conscious and the marginal 
or peripheral group who want care but 
cannot purchase it, also increases. By 
the same token, when public demand for 
dental care decreases dental need begins 
to pile up and the circle of total need 
expands and as the chance of obtaining 
dental services becomes more remote the 
peripheral group loses interest and the 
potential demand drops off. 

The fluctuation in the effective public 
demand for dental service has varied 
widely over the years and interestingly 
enough it has fluctuated in a direct ratio 
to fluctuations in the national income. 

Let us observe how this center circle 
in our figure, effective demand, has fluc- 
tuated over the years. During the pros- 
perous year, 1929, when our national 
income reached 83 billion dollars, the 
American public spent about 550 million 
dollars for dental service. With the com- 
ing of the depression, national income 
dropped to only 42 billion. Correspond- 
ingly, the public demand for dental serv- 
ices dropped drastically, the total expen- 
diture for dentistry amounting to only 
280 million dollars. Thus, the center 
circle in our demand diagram shrunk to 
only half of its 1929 dimensions. As the 
depression spent itself national income 
rose to 72 billion in 1937 and the public 
purchased about 400 million dollars 
worth of dental service. With the return 
of prosperity in 1941 national income 
rose to 93 billion dollars and the public 
demand for dentistry rose to 500 million 
dollars. 


Fluctuations Considered 


There can be no doubt that as the 
amount of dental services fluctuated the 
total need for care fluctuated in inverse 
ratios. It seems evident also that as the 
amount of dental service received by 
the public fluctuates the potential de- 
mand for services — the true measure of 
public interest in dental service — fluc- 
tuates also. It is significant that follow- 
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ing the depression when national income 
had risen in 1941 to 112 per cent of the 
1929 level, the expenditures for dentistry 
reached only g2 per cent of the 1929 
level. This lag in the rise in expenditures 
for dentistry would seem to indicate a lag 
in the revival of public interest, or poten- 
tial demand, for dentistry. 

Let me point out that changes in the 
needs — demand configuration may be 
initiated not only by changes in effective 
demand, but may start also with changes 
in need or in potential demand. 


National Diet Important 


Should an increase in the caries rate 
result, for instance, in some change in our 
national dietary habits it would be ex- 
pected that, other things being equal, 
there would follow .an increase in the 
demand for services. As the dental prob- 
lem became more serious public interest 
likely would increase resulting in an in- 
crease in potential demand. Conversely, 
should there be a decrease in the caries 
rate resulting for instance from the intro- 
duction of fluorine in the water, a de- 
crease both in public interest and in de- 
mand for dental care would likely follow, 
again if all other things were equal. 

Should the interest in dental care of 
the marginal group who cannot afford to 
purchase services be increased through 
an intensive educational program the 
resulting change in the area of potential 
demand would give rise to a shift in the 
whole demand configuration. In the 
first place some in this group would dig 
deeper in their pockets and purchase care 
thus increasing effective demand thereby. 
In the second place if interest in this 
marginal group is sufficiently aroused, 
they may demand that dental care be 
made available to themselves within their 
economic reach. 

This area of potential demand. the area 
of unfulfilled desire for dental care. is 
most important. If public demand for 
dental services is built up far beyond their 
ability to pay, and I might add to pay 


conveniently, there may well develop a 
militant demand that the economic bar- 
riers to adequate dental care be removed 
either by lowering of the cost of dental 
care or by the introduction of a govern- 
mental program to subsidize care. This 
latter demand seems to mark the trend 
of the day, for as the public becomes 
more and more enlightened regarding 
dental health, the public increasingly 
voices its demands for planned programs 
to make dental care readily available to 
all. Without a deep public appreciation 
of the values of dental health any at- 
tempt to sell a large scale public dental 
health program will fall on deaf ears. 
Thus it follows that the blame for the 
present clamor for health program legis- 
lation, if blame were to be placed, falls 
not on the wild eyed soap box orator, 
but rather on the health educators among 
whom the dental profession stands fore- 
most. It is they who are responsible for 
they have done a good job in creating 
public demand for dentistry. Unfortu- 
nately the demand exceeds the ability of 
the public to purchase without difficulty. 
Potential demand has increased beyond 
effective demand to the point where the 
equilibrium of the system has been upset, 
and if present trends continue the equi- 
librium is likely to be re-established by 
expanding effective demand through the 
aid of planned health programs. 


Final Conclusions 


In closing let me say that I suspect 
you have been delivered from the bore- 
dom of a great volume of statistics at 
the cost of developing a headache in the 
attempt to follow the intricate gyrations 
of the inner workings of the problem of 
dental economics with needs, costs, and 
demand working as wheels within wheels. 
To see all sides of the dental problem 
at one time is like trying to see all sides 
of a tree at one time. I have attempted 
to help you do the trick with mirrors, 
and I sincerely hope that I have held 
them at the proper angles. 
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Chairman R. J. Wells Announces Closing of 






Procurement and Assignment Service for 


Dentists on April 1, 1946 


Procurement and Assignment Service 
was created as a war agency to serve war- 
time needs. The Directing Board has not 
accepted responsibilities which would 
have projected Procurement and Assign- 
ment Service into the postwar period 
but, particularly since V-J Day, has 
_ planned for an early termination of all 
activities. 

Since V-J Day the Procurement and 
Assignment Service program has con- 
sisted of two principal functions: (1) the 
reconversion of the 9-9-9 program and, 
(2) the relief of acute medical and den- 
tal care shortage areas. 


Reconversion of 9-9-9 Program: 


The reconversion of the 9-9-9 program 
is well on the way to completion under 
previous directives. 


Relief of Acute Shortage Areas: 


The principal function since V-J Day, 
as concerns the dental program, has been 
to present to the Surgeons General the 
needs of areas where acute dental care 
shortages existed and to request con- 
sideration for the release of selected den- 
tal officers to resume civilian practice in 
those areas. Because of the large num- 
bers of officers who have been and who 
will be released under the lowered point 
systems, and because Procurement and 
Assignment Service has already directed 
attention to the more acutely needy 
areas, the number of communities in 
which there exists a shortage of sufficient 
urgency to warrant the intervention of 
Procurement and Assignment Service has 
decreased very rapidly. Thus, it is be- 
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lieved that this function should be 
brought to an early termination. State 
Chairmen are urged to make an im- 
mediate and final inventory of all com- 
munities and institutions within their 
jurisdiction with a view to submitting any 
additional requests at once, not later than 
February 15, 1946. After that date, the 
Appeals Committee will not continue to 
receive and consider such requests. The 
Surgeons General are being advised ac- 
cordingly. 

It has not been possible for the Appeals 
Committee to act favorably upon all re- 
quests heretofore submitted by State 
Chairmen. A sincere effort has been 
made to endorse those requests which 
seemed most urgent on the basis of the 
information submitted. Before this pro- 
gram is finally closed, State Chairmen 
are invited to re-examine those previous 
requests upon which the Appeals Com- 
mittee has not favorably acted, and to 
draw attention again to any which are 
particularly urgent, adding any new or 
persuasive information. 

Thus, according to present plans, the 
reconversion of the 9-9-9 program and 
the disposition of pending requests for 
urgent medical and dental care areas 
can be accomplished by April 1, 1946. 
It is not contemplated that any new pro- 
grams will be undertaken. 


Closing of State Procurement and 
Assignment Service Offices: 


The Directing Board is fully aware 
and deeply appreciative of the long and 
arduous service which Procurement and 
Assignment Service Chairmen have given 
since the beginning of the war and the 
Board desires not to make demands be- 

(Continued on page 121) 














Robert G. Kesel Wins 
Fifth Annual Chicago Essay Award 


The five hundred dollar cash award for the Chicago Dental Society's 
fifth annual essay contest was presented to Robert G. Kesel, Treasurer 
of the Illinois State Dental Society and Editor of the "Fortnightly 
Review" of the Chicago Dental Society on February 13, 1946, by Dr. J. 
B. Zielinski, President of the Chicago Society. Nine papers were sub- 
mitted in the contest of which Dr. Kesel's was judged the best. 


Robert G. Kesel, treasurer of the IlIli- 
nois State Dental Society and editor of 
the Fortnightly Review of the Chicago 
Dental Society, has been announced as 
the winner of the fifth prize essay contest 
sponsored annually by the Chicago Den- 
tal Society. The title of his paper is “The 
Biological Products and Therapeutic Use 
of Ammonia in the Oral Cavity in Rela- 
tion to Dental Caries Prevention.” 

Doctor Kesel is Professor and Head of 
the Department of Applied Materia 
Medica and Therapeutics and Director 
of Clinics at Illinois University Dental 
School; he graduated from there in 1926 
with a D.D.S. degree and also has an 
M.S. In the dental caries study he was 
assisted by Joseph F. O’Donnell and Dr. 
Edward C. Wach of the Department of 
Applied Materia Medica and Thera- 
peutics, College of Dentistry and Ernest 
R. Kirch of the Department of Chem- 
istry, College of Pharmacy of the Uni- 
versity of Illinois. 

The research accounted in the winning 
paper stemmed from the reported ab- 
sence of certain aciduric bacteria from 
the oral flora of caries free individuals. 
The study started with the theory that 
these mouths either lacked a growth fac- 
tor necessary to these bacteria or con- 
tained something harmful to them. In a 
study on fifty-five caries active mouths 
dibasic ammonium phosphate was used 
in a mouth wash and in a dentifrice for 


five months. In most cases the lactobacilli 
counts were reduced. 

Dr. Kesel’s paper drew three main 
conclusions: 1) The development of 
ammonia nitrogen in the oral cavity may 
be responsible for the absence of dental 
caries which some individuals exhibit. 
2) Amino acids are present in the human 
saliva and may be utilized for the produc- 
tion of ammonia by the enzyme systems 
of the oral cavity. 3) Ammonia, intro- 
duced into the mouth artificially, has a 
limiting effect on aciduric bacteria and 
clinical observation over a longer period 
of time may reveal a reducing effect on 
caries activity. 

Two other papers of the nine sub- 
mitted were given honorable mention by 
the out-of-state university which acted 
as the final judge in the contest: “Pulp 
Reaction to Silicate Cements,” by H. A. 
Zander, Assistant Professor of Operative. 
Dentistry, Tufts College Dental School 
and “Growth Studies of the Tem- 
peromandibular Articulation of Female 
Rats,” by Daniel A. Collins, Research 
Assistant and Instructor, University of 
California. 

Dr. Kesel read the prize winning essay 
at the Second General Session of the 
recent Midwinter Meeting of the Chi- 
cago Dental Society, February 13, 1946. 
The $500 cash award was presented by 
Joseph B. Zielinski, President of the 
society. 
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Proposals of the Council on Dental Health, 
The American Dental Association* 


By Allen O. Gruebbel, D.D.S.+ 


During the course of this lecture series 
you will receive considerable informa- 
tion about the highly complicated prob- 
lem of improving the dental health of 
the American people. Other groups, in 
addition to the dental profession, have 
examined these same facts and have rec- 
ommended proposals involving public 
health practices and health legislation. 
The suggested course of action contained 
in these proposals or legislative measures, 
in some instances, is based on highly con- 
troversial social philosophies and on dif- 
ferent concepts of the responsibilities of 
individuals and government. 


Need for Action 


All who are willing to examine the 
facts will agree that there is need for 
some kind of constructive action, but 
there is a wide difference of opinion as 
to the type of action to be selected and 
by whom it should be taken. It is not 
my purpose to present arguments favor- 
able or opposed to the opinion of the 
speakers who appear before you here; 
nor is it my purpose to support or oppose 
the proposals of government or other 
agencies. Instead, it is my purpose to 
present factual information about the 
proposals of the Council on Dental 
Health of the American Dental Associa- 
tion which in effect represent the dental 
profession’s approach to the problem. 

The official records of the American 
Dental Association reveal a_ steadily 
growing interest in the dental health 
needs of the public. For nearly ten years 
a number of A.D.A. committees have 

*Presented November 7, 1945, as one of a series of 
dental economic lectures, ““The Dentist and the Social 


Order,’’ sponsored by the Chicago Dental Society and 
the University of Chicago. 


Executive Secretary, Council on Dental Health, 
American Dental Association. 


studied various phases of the dental 
health problem and have made recom- 
mendations to adopt certain policies and 
actions. Much of the work in which the 
Council on Dental Health is presently 
engaged was suggested or begun by 
earlier committees with similar functions. 
For example, before the Council on Den- 
tal Health was established by the House 
of Delegates in 1942, the National Health 
Program Committee developed _ basic 
policies for a dental health program 
which formed the pattern for many of 
the recent actions of the Council. Simi- 
larly, the Committee on Economics of 
the American Dental Association recom- 
mended policies from time to time as a 
result of its studies which also play a 
part in directing the plan of action now 
being carried out. 

The American Dental Association 
through its Council on Dental Health, 
is using its resources to study the need, 
develop plans and programs for the pro- 
vision of more adequate dental care for 
the public. Any one who has given even 
casual thought to the health needs of 
the people will realize that the provision 
of more adequate dental care involves a 
number of highly complex and difficult 
problems. It involves the application of 
measures to reduce the incidence of den- 
tal disease; it involves improvement in 
standards of dental service; it involves 
the quantity, quality, and distribution of 
dental personnel; it involves an informed 
public and a cooperative dental profes- 
sion; it involves per capita income and 
methods of payment for dental services. 


Evaluation Necessary 


All of these factors must be carefully 
studied and their relative weight evalu- 
ated in terms of their importance to the 
dental disease problem; to analyze them 
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we need to find the answers to a number 
of questions: 


Scope of Problem 


1. What is the size of the dental dis- 
ease problem? What are the dental dis- 
ease attack rates in the various age 
groups? Every survey made in recent 
years re-emphasizes the extremely high 
prevalence of dental diseases.’ ?» * * ® °, 
Epidemiologic studies of dental caries are 
beginning to give us a picture of the age, 
race, sex and geographic distribution of 
dental caries in the population. We still 
need reliable data on the incidence and 
prevalence of other dental diseases and 
anomalies. However, for our purpose 
here, it is sufficient to point out that each 
year almost the entire public is in need 
of some kind of dental care; but an in- 
crease in the amount of dental care is 
not the only approach to a solution of 
the problem. We have three alternatives 
for attacking dental disease: 

(1) Reduce the size of the problem 
(that is, a reduction of dental dis- 
ease attack rates) by preventive 
measures. 

Correct the annual increment to 
prevent an accumulation of den- 
tal needs. 

Develop sufficient resources to 
correct the annual increment plus 
the accumulated need. 

In selecting one or a combination of 
these alternatives, we are immediately 


(2) 


(3) 


Klein, Henry, and Palmer, C. E.: 
of Dental Caries. 
tennial Conference, 


Epidemiology 
University of Pennsylvania, Bicen- 
1940. 

*Klein, Henry; Palmer, C. E., and Knutson, J. W.: 
Studies of Dental Caries. I. Dental Status and Dental 
Needs of Elementary School Children. Pub. Health 
Rep., 53:751-765, May 13, 1938. 

3Klein, Henry, and Palmer, C. E.: Studies on Dental 
Caries. IX. Prevalence and Incidence of Dental 
Caries Experience, Dental Care and Carious Defects 
Requiring Treatment in High School Children. Pub. 
Health Rep., 53.1258-1268, July 12, 1940. 

‘Klein, Henry, and Palmer, C. E.. Disparity Between 
Dental Need and Dental Care in School Children of 
Hagerstown, Md., and Environs. J.A.D.A., 28:1489- 
1498, September 1941. 

5Klein, Henry: Dental Status and Dental Needs of 
Young Adult Males, Rejectable or Acceptable for 
Military Service, According to Selective Service Dental 
Requirements. Pub. Health Rep., 56:1369-1387, July 
4, 1941. 

®Gruebbel, Allen O.: A Measurement of Dental Caries 
Prevalence and Treatment Service for Deciduous Teeth. 
Jrl. of Dental Research, 23:163-168, June 1944. 


confronted with a number of other ques- 
tions, for example: 


2. What preventive methods can be 
applied effectively to reduce the dental 
disease attack rates? 


Factors in Prevention 


A discussion of this question could 
easily become involved in the effective- 
ness or ineffectiveness of toothbrushing 
and nutrition as methods for preventing 
the occurrence of dental disease. There 
seems to be a general agreement that 
these practices if properly followed are 
successful in maintaining the health of 
the supporting structures of the teeth, but 
their value in caries prevention is sub- 
ject to controversy. Be that as it may, 
with the exception of the possibilities that 
seem to exist in the use of fluorides in 
the reduction of caries attack rates, we 
do not have a preventive agent that can 
be applied as a public health measure 
with the same degree of success that 
immunization is used to prevent commu- 
nicable disease. Until such preventives 
are found, early and frequent dental 
treatment still remains the most reliable 
procedure from the public health point 
of view. But to obtain early and frequent 
dental treatment, dental care must be 
available to the public. 


3. What are our existing resources in 
terms of the number and distribution of 
dentists, general practitioners, specialists, 
public health personnel, hygienists, tech- 
nicians and health educators? 


So long as nearly all people over three 
years of age need periodic dental treat- 
ment, an organized dental care program 
for all age groups will remain an impos- 
sibility unless more personnel is trained 
and distributed more evenly in the popu- 
lation. This phase of the problem will be 
discussed in detail by others during the 
lecture series. It should be emphasized 
however, that this one problem alone, 
among others, would make it impossible 
to operate any plan successfully which is 
designed to make dental services avail- 
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able to all age groups in every section of 
the country. 

4. What is the ability of the public to 
pay for dental care? What proportion 
of the family income can be budgeted for 
dental treatment? 

Much has been written in recent years 
about these questions, but it seems almost 
impossible to answer them with statistics 
alone. While it is true that we may be 
able from a theoretical standpoint, to 
establish a ratio of family income to the 
availability of funds for health care, it is 
also true that many human inconsisten- 
cies would disturb our findings. Someone 
years ago, divided the public into three 
classes: (1) those who can afford com- 
plete dental care; (2) those who can 
afford partial or low cost care, and (3) 
those who can only afford emergency 
care or none at all. Almost all medical 
and dental care plans are directed toward 
the middle and low income groups. There 
is little or no controvery about the need 
for providing health services to indigent 
or charity cases. It is universally ac- 
cepted that this group should be provided 
for at public expense; but there is a 
question as to the quantity and quality 
of dental care they receive. What stand- 
ards of dental treatment are considered 
adequate? This question has never been 
answered satisfactorily. 


Problems of Middle Group 


The middle income group, represent- 
ing roughly 60 per cent of the popula- 
tion, presents another set of circum- 
stances. The family budget of this group 
is very susceptible to economic condi- 
tions, to catastrophic illnesses, to poor 
or good management, to the desire for 
expensive luxuries, to the advertising ap- 
peal to buy consumer goods. The ability 
of this middle income group to pay for 
dental, medical, hospital and nursing 
care, varies with the degree of impact 
these factors have on the family pocket- 
book. The present philosophy of our fed- 
eral government is to require people to 
plan for the necessities of life through 


a system of social security. Senators Wag- 
ner and Murray and Representative 
Dingell propose to plan for health se- 
curity through compulsory health insur- 
ance. On the other hand, the medical 
profession supports and sponsors volun- 
tary hospital and medical care plans. 

5. What are the psychological blocs 
to a wider demand for dental care? How 
much dental care do people want? How 
much are they willing to pay? 


Money Not Sole Factor 


As these questions indicate, economic 
status of the family does not necessarily 
govern the amount of dental care an 
individual receives, although it unques- 
tionably is one of the most important 
considerations. It is well known that 
many adults do not seek dental care 
although it is available to them. Is it due 
to a fear of dental operations? Is it due 
to indifference or lack of appreciation of 
dental health? It is also well known that 
children do not receive the dental care 
they need because of entirely different 
reasons. We need to know more about 
these psychological blocs. 

6. How much dental health education 
is needed to motivate people to seek den- 
tal care. Do people need to know more 
about the dangers of dental disease and 
about the value of dental fitness? Or do 
we only need to make dental care more 
easily available to them by an easier 
method of payment? 

7. How effective are the various tools 
commonly used in health education? 
(Radio, newspaper, pamphlets, movies 
and direct teaching.) A great deal of 
money has been spent by employing these 
technics. How effective are they as moti- 
vating devices? 

Our analysis of the problem would not 
be complete without examining existing 
and proposed administrative policies for 
the provision of health services. 

8. What part should the various agen- 
cies play in the development and admin- 
istration of public dental health services? 
What functions should be delegated to 
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the dental profession; to local, state and 
federal health departments, to school 
systems, to nonofficial agencies? 


Health Services Expanded 


As has been pointed out in another 
presentation’ the public health services 
performed by official health agencies 
have been greatly expanded and have 
undergone many changes since the first 
board of health was organized in Massa- 
chusetts in 1869. In early years, the 
duties of the health departments were 
limited to the promotion of community 
cleanliness and sanitation services. The 
concept of protecting the health of the 
community by providing services to the 
individual was first established when vac- 
cination was adopted as a public health 
measure. Since that time, the rendering 
of personal service by the government 
has continued to be a controversial issue. 

The trend today as shown by the many 
legislative measures proposed recently, is 
greatly to expand public health services. 
Financial assistance to states is now being 
provided through grants administered by 
the U. S. Public Health Service and the 
Children’s Bureau. The War Food Ad- 
ministration and Farm Security Adminis- 
tration are also operating health pro- 
grams. On the state and local levels, the 
trend is toward a decentralization of 
health services under the general super- 
vision of state health departments. 

To what extent should medical, dental, 
hospital and nursing care be provided by 
taxation? What is the responsibility of 
government to provide health care? 

When we have found satisfactory an- 
swers to these questions we can begin to 
do a good job of dental health planning 
—planning that not only includes the 
prevention of disease and a wider distri- 
bution of dental care, but also includes 
the adoption of measures to guide social 
movements into sound and constructive 
channels. It is this kind of work in which 

TGruebbel, Allen O.: Dental Services and Dental 


Personnel in State Health Departments. J.A.D.A., 
32:1281-1288, October 1945. 


the Council on Dental Health has been 
engaged since August 1942. 

Contrary to general belief, the Ameri- 
can Dental Association has proposed and 
is sponsoring a dental health program 


‘for the American people. The philosophy 


and objectives of the plan are contained 
in the four principles adopted by the 
A.D.A. House of Delegates in October 
1944.° These principles state, in effect, 
that we need to reduce the size of the 
dental health problem through research 
and prevention, that we need to create 
a desire for dental health through health 
education, that we need to expand our 
resources for a wider distribution of den- 
tal care and that we need to develop 
community dental health programs. 


The American Dental Association’s 
proposals relative to research are well- 
known and need not be repeated here. 
It is sufficient to say that Senate Bill 190 
introduced in Congress in June, 1945, is 
the latest version of dental research leg- 
islation sponsored by the profession.® 


Education and Care 


Dental Health education and dental 
care constitute the other two elements of 
a public dental health program. Since 
1939 the American Dental Association 
has recommended organized effort for 
“dental care particularly for children.”’° 
However, to recommend action and to 
secure it are indeed two separate things. 
It is surprising and unfortunate that the 
scientific advancements in dentistry have 
not been applied adequately to the pro- 
motion of dental health for children, 
especially since everyone agrees that such 
service is the only realistic and practical 
approach to the dental care problem. 

While it is true that some communities 
do have effective treatment programs for 
children, it is also true that they are the 
exception and not the rule. Hagerstown, 


®Transactions, A.D.A., Pp. 376-380, October 1944. 
*Editorial: The Research and Grants-in-Aid Bills. 
J.A.D.A., 32:1033, October 1945. 


Report of the National Health Program Commit- 
tee, July 17, 1939. Pp. 26-27. 








Maryland, was selected to represent an 
average community. A survey of the 
health needs of children in Hagerstown 
revealed that upon entrance in school 
children presented six decayed deciduous 
teeth,’! that permanent teeth in children 
decay at the rate of 1.32 tooth surfaces 
per year,'* and that carious lesions in 
permanent teeth developed six times 
faster than they are being corrected." 
So long as this process continues so long 
will we be confronted with a tremendous 
backlog of uncared for need in the older 
age groups. 


Conclusion Reached 


By beginning with this one basic fact 
we can arrive at some sound conclusions 
for a plan of action—a conclusion, for 
instance, that every child should receive 
dental care. But to do this through an 
organized program is much more com- 
plicated than it sounds. The first step in 
carrying out such a plan is to examine 
carefully the many reasons why children 
are not now receiving the care they need. 
When these reasons are fully understood 
we should energetically apply the correc- 
tive measures that are indicated by the 
findings. The next step is to determine 
what group or agency should take the 
necessary steps to organize and adminis- 
ter the approved plan of action. Is this 
a responsibility of the dental profession, 
or is this a function of the official health 
agency in the community? When this 
responsibility has been determined we 
can use our influence to obtain action 
in the development of a permanent pro- 
gram. 

The Council on Dental Health intends 
to sponsor a greatly expanded dental 
care program for children. Recently the 
Council adopted the following statement 
of objectives which will be submitted to 
the House of Delegates for approval: 

“Dental Health is known to affect the 
general health, personal appearance and 

“Same as No. 2. 


128ame as No. 2. 
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social adjustment of the individual 
throughout his lifetime. Since the con- 
trol of dental caries and other diseases 
of the mouth can best be accomplished 
during childhood, the Council on Dental 
Health recommends the adoption of the 
following objectives: 

1. Help every American appreciate 
the importance of a healthy mouth. 

2. Help every American appreciate 
the relationship of dental health to gen- 
eral health and appearance. 

3. Encourage the observance of dental 
health practices including personal care, 
professional care and proper diet. 

4. Enlist the aid of all groups and 
agencies interested in the promotion of 
health. 

5. Correlate dental health activities 
with all generalized health programs. 

6. Stimulate the development of re- 
sources for making dental care available 
to all children and youth. 

7. Stimulate all dentists to perform 
adequate dental service for children.” 

If these objectives are approved the 
next step will be to work wih state 
groups to stimulate the organization or 
expansion of health education and care 
programs for children. Senate Bill 1099 
was sponsored by the American Dental 
Association to aid in financing these 
projects if communities need financial 
assistance. 


Study Conducted 


One of the committees of the Council 
on Dental Health conducted a two year 
study of the methods of meeting dental 
care costs and the possibility of applying 
the prepayment principle to dentistry. 
The committee reported that “the suc- 
cess of budgeting hospital and medical 
care costs during the past decade is evi- 
denced by the increased demand of the 
public for further prepayment planning 
in the health field. To date more than 15 
million persons have enrolled in non- 
profit hospital service plans and more 
than one and one-half million in non- 
profit medical prepayment plans oper- 
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ated under the sponsorship of state and 
local medical societies. The success of 
prepayment planning for health services 
is creating an interest in dental prepay- 
ment plans. However, as there is not 
sufficient factual or statistical data to 
determine the feasibility of prepayment 
planning in dentistry at the present time, 
the only means by which we can know 
whether a prepayment plan for dental 
service is possible is by actual experience. 

“The Council has recommended that 
experimental dental prepayment plans 
be inaugurated under the direction or 
supervision of component dental socie- 
ties. .. . With proper management, it is 
believed that actuarial data can be ob- 
tained to analyze the now unknown fac- 
tors of a prepayment system as they are 
related to dental care.”** 

A post-payment plan has also been de- 
veloped for the guidance of local dental 
societies interested in sponsoring such a 
measure. 


The dental health problems of selected 
groups are also given special attention. 
There are possibilities, for example, that 
certain educational, preventive and diag- 
nostic services should be made available 
to the industrial worker. The Council 
defines industrial dentistry as “that spe- 
cialty of dentistry which is concerned 
with the dental health of the industrial 
worker as it affects or is affected by his 
general health and his working environ- 
ment.” The Council has adopted recom- 
mendations for a dental health program 
in industry. 


Negro Dental Care 


Dental care for Negroes -is another 
problem of considerable magnitude. By 
otaining information from the Commit- 
tee on Economics, the Council on Dental 
Education and from deans of dental 
schools a preliminary report has been 
prepared by the Council on Dental 





14“Recommendations for Experimental Prepayment 

Dental Plan’? Council on Dental Health, American 
Dental Association. J.A.D.A. 32:194-198, February 
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Health pointing out that the ratio of 
Negro dentists to Negro population in 
some states is as high as one dentist to 
37,000 persons. The report suggests that 
“the distribution of Negro dental per- 
sonnel to effectively care for the whole 
Negro population is closely associated 
with the problem of increasing the num- 
ber of Negroes to study and practice 
dentistry—-the Negro who spends the 
time, money and effort to become a den- 
tist will seek a location to practice which 
offers the most promise from an economic 
standpoint. The income of Southern 
Negroes is quite low and creates an un- 
attractive financial background for the 
establishment of a dental practice. The 
Negro industrial’ worker in recent years 
has been well paid. This causes the Negro 
dental graduate to establish himself in 
our northern cities.” 


Government Subsidy? 


It has been suggested that the only 
solution to the problems of dental per- 
sonnel and the distribution of dentists— 
for whites and Negroes—will be found 
in Government subsidy. In fact one State 
has adopted such a measure. During the 
last session of the Alabama State Legis- 
lature an act was adopted creating dental 
and medical schools and containing pro- 
visions for establishing scholarships for 
dental and medical students from each 
county in the State. The students are 
placed on their honor to return to the 
counties from which they came for a 
period of five years, to establish a private 
practice or to work on a full or part time 
salary in a public health service accord- 
ing to their choice. This is indeed a real- 
istic approach to the problem. If the 
results prove to be successful other states 
will no doubt adopt similar measures. 

Another plan which has been suggested 
would require dental graduates to serve 
one year on a salary in a clinic service 
for children in areas needing such service. 


Transactions, Council on Dental Health, American 
Dental Association, September 14-16, 1945. 
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The Health of the American People* 


By Earl S. Johnson, M.A., Ph.D. 


I take it that this series of meetings 
finds its reason for being in the fact that 
the distribution of health services, and 
those for which the dental profession in 
particular is responsible, is something 
short of what a great many people, in- 
cluding the members of the health pro- 
fessions, wished it were. We address, 
then, a social problem. 


I have implied what a social problem 
is. But now let me make my understand- 
ing of it more explicit. A social problem 
is caused by the attitude of the public 
mind toward a set of objective conditions 
(so-called “bad housing,” “mass unem- 
ployment,” “inadequate medical, dental, 
and hospital facilities,” etc.) which de- 
part far enough from some norm to 
arouse fear and misapprehension. The 
problem is, so to speak, inside men. It 
is only the objective conditions which 
are “out there.” 


Professor Lohman's Report 


The degree to which certain condi- 
tions in the field of health constitute a 
social problem to an overwhelming ma- 
jority of the American people was re- 
ported by Professor Lohman in another 
paper. In brief is was this: Seventy per 
cent of those who might be styled anti- 
New Dealers were critical of the present 
kind and quality of health services and 
their availability; ninety per cent of 
those who might be styled New Dealers 
were equally critical of these conditions. 
It should be noted that these percentages 
do not include any persons in the armed 
forces. They are, then, out of the picture 


*Presented Oct. 17, 1945, as one of a series of dental 
socio-economic lectures, ‘“The Dentist in the Social 
Order,”’ sponsored by the Chicago Dental Society and 
the University of Chicago. 

+Assistant Professor of Social Sciences, University of 
Chicago, Associate Director of the socio-economic lec- 
tures, ‘““The Dentist in the Social Order.”’ 


since their health needs will be met by 
virtue of their service, or ex-service, 
status. 


Inquiry Logical 


These attitudes being what they are 
it seems logical to inquire: “What are 
the facts about the quality, quantity, and 
availability of health services in Ameri- 
can society?” It is this question which I 
address this afternoon. When they have 
been set forth we shall be able to say, 
as Jimmy Durante would put it, “those 
are the conditions which prevail.” 

Now, by force of necessity, my report- 
ing will be almost completely with what 
may be styled “negative facts”— but not 
false facts. That they are negative state- 
ments follows from the fact that we are 
concerned to learn how far we are from 
the norms which an overwhelming per- 
centage of the American people believe 
should prevail. Some might be disposed 
to label them “bad facts.” But there 
are, as we know, only two kinds of facts: 
true facts and false facts. My facts will 
be true within the limits of their availa- 
bility and my honesty in so identifying 
them. 

But the problem which any group of 
specialists in our society faces — dentists, 
engineers, lawyers, or whoever—is a 
somewhat larger one than knowledge 
about the state of affairs with which they 
are individually and professionally con- 
cerned and to which they feel them- 
selves obligated. This problem is, I be- 
lieve, that of seeing their problem in the 
light of the total set of conditions and 
circumstances of which it is an integral 
part and within which any remedial pro- 
gram must work its way. This follows 
from the fundamental proposition that 
a thing can be known only in a con- 
text. There is no such thing as a self- 
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evident fact, and no words or conditions 
have self-evident meanings. 

To make my point, let me illustrate 
outside the field of your profession. I 
give you now four sentences in each of 
which the word “capital” appears. 


1. The man committed a capital offense. 


2. This is not the capital city of Illinois. 


3. They say that the food here is capital. 
4. Capital and labor are in some difficulty. 


By itself the word “capital” means only 
a seven-letter word; placed in different 
contexts it may mean something as dif- 
ferent as crime and good food. The 
health professions’ problems, if my illus- 
tration makes its point, can be known and 
understood only if seen in the context of 
the socio-economic organization called 
American society. 


Broad Scope Indicated 


This logic permits me to conceive of 
my task in this presentation to be some- 
what larger, if that is the proper word, 
than merely reporting the state of ill- 
health, disability, etc., of the American 
people. Some of that I shall do. But to 
report that apart from a general pic- 
ture of our society would, I think, be 
equivalent to asking what the word 
“capital” means. That, as I have sought 
to indicate, depends on its context. I 
begin then with a concern for the im- 
portant characteristics of our population 
which I believe to be significant for and 
relevant to the examination of the prob- 
lem which has brought us together. 

First, something about the size of our 
population — those who, so to speak, are 
eligible for either health or “illth,’ as 
Ruskin has phrased it. We are now some 
140,000,000 in all. With no immigration 
in the next thirty-five years we shall 
probably reach our population ceiling 
at somewhere around 150,000,000; with 
immigration we may settle around 160,- 
000,000. Looking back we learn that our 
rate of population increase has fallen 
since 1850. Between 1930 and 1940 we 


increased only seven per cent. Since 1930 
we have had no immigration, or rather a 
minus-immigration because more people 
have left than have entered. In 1940 
less than 30,000 more babies were born 
to us than in 1910, in the face of an in- 
crease in population of 37,000,000 — 
which figure includes the babies! 


Special Inquiry Important 


But these global and over-all figures 
conceal more than they reveal. We need 
to make more specialized inquiry as to 
the characteristics of our population. Pro- 
fessor Lohman remarked on the chang- 
ing age structure. Forty-five years ago 
forty-six per cent of our population was 
under twenty years; today that percent- 
age has fallen to 34.5. Forty-five years 
ago only six per cent of our people were 
sixty and older; today almost 10.5 per 
cent are in that age bracket. By 1980, 
twenty per cent will be sixty and over 
and only twenty-five per cent under 
twenty. 

This changing structure is reflected 
significantly in enrollments in elementary 
schools. Those schools contained 2,000,- 
ooo fewer students in 1940 than they 
did in 1930. They weren’t playing 
hookey, they weren’t employed, they 
simply hadn’t been born! This reduc- 
tion in the population of elementary 
school students has important implica- 
tions for the dental profession. Even 
though this reduction in numbers of ele- 
mentary school students may make the 
problem of dental health education easier 
to handle, this gain must be seen in the 
light of the somewhat more “negative 
fact” that we have a larger “bulge” in 
the upper-aged groups whose formal 
schooling is past and who, therefore, are 
less available for formal education in 
dental health practices. It should be 
said, however, that increased opportunity 
for this kind of education now appears, 
at least in terms of the number of stu- 
dents, in the secondary schools and junior 
colleges whose enrollments show a sig- 
nificant increase. 








Along with these trends goes an in- 
crease in the age of the working popula- 
tion. This year, two and one-half million 
youth attained working age. That they 
did not enter upon industrial and com- 
mercial employment is due, of course, to 
the war. It is also due, if they did not 
enter the armed services, to this increase 
in high school and college enrollments. 
But this number was only one million 
in excess of those who left the labor mar- 
ket, through the door of death or retire- 
ment — voluntary or non-voluntary. Ten 
years hence, if present trends continue, 
less than 300,000 youth will attain work- 
ing age yearly. 

The implications for the dental and 
the other health professions of the chang- 
ing structure of the age of the American 
people will require sober study. If the 
age structure of the “dental market” is 
changing the effect of that change on 
policies for the delivery of dental services 
must be known if services are to be 
services. 


A Declining Population 


It is worthwhile at this point to dis- 
cuss briefly the economic consequences 
of a declining population — declining in 
rates of increase and also declining in the 
total number of potential workers. “Is 
this,” as Molly McGee might ask, “good 
or bad?” Some look with favor upon a 
declining population. The argument is 
posed by them that with a smaller popu- 
lation the economic pressures would fall 
since the wealth of the nation could then 
be distributed among fewer people; un- 
employment would cease to be a problem 
and everybody would have more. On 
second thought the problem is not as 
simple as that. The facts are that an 
increase in population does not neces- 
sarily place a strain on the economy. 
The argument that it does was hotly, if 
not always rationally, engaged in when 
the question of admitting European 
refugees was a matter of concern. And 
the converse is equally true; namely, that 
a decline in the size of the population 


does not necessarily relieve the strain on 
the processes of production and distribu- 
tion. 


Economic Pressure Relieved? 


The argument that a declining popu- 
lation relieves the economic strains, as 
well as the argument that an increasing 
population increases these strains, is 
based on a false assumption. It is false 
because it is a mathematical and not an 
economic assumption. It takes no ac- 
count of economic institutions and hu- 
man psychology. If it were only a prob- 
lem of dividing the available wealth 
among a continually decreasing number 
of people, of course the per capita shares 
would be greater. For a continually in- 
creasing number of people the per capita 
shares would, by the same logic, be less. 
But we face an economic and not a 
mathematical problem. What difference 
does this make? Let me elaborate briefly. 

Our economic system is geared to an 
idea, the idea of progress. Take the 
field of housing for example. In any year 
the economy is geared to replacing the 
houses which collapse, are torn down, or 
are, for whatever reason, judged to be 
uninhabitable. This is one idea but there 
is another. It is also geared to providing 
housing for new families — the newly- 
weds. It is with reference to them that 
it is geared to an increasing population. 
But what is the idea which determines its 
operation in a decreasing population? 
In the event of a falling population will 
those institutions concerned with the 
building of houses reduce their number? 
Not if they can help it. And how will 
they seek to “help it”? They will seek 
to maintain themselves now by replacing 
worn-out houses (which will continue 
to wear out, though at maybe a slower 
rate) and, in place of the demand for 
new houses, they will direct their produc- 
tive energy to improving the quality of 
housing. They will do this in order to 
create a market. 


The logic which applies to the build- 
ing of houses is equally applicable to 
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the delivering of health services. Of 
course, if either a relative or absolute 
decrease in population took place in an 
economy which was already producing 
maximum welfare — a thing which could 
happen only in a Utopia—we would 
face the problem which some now pre- 
sume that we do, or will in the near 
future. 

I have been speaking of relative and 
absolute changes in the population. A 
third characteristic requires some atten- 
tion, namely our mobility as a people. 

That the land frontier closed in 1890 
is a fact. But despite that we have not 
ceased to move about. And the reason 
is largely the quest for opportunity — 
chiefly economic and political opportu- 
nity. You will recall the Oakies and the 
Dust Bowl. But they were only the more 
dramatic manifestations of a mobility 
which is characteristic of our people. 
This mobility is of two general types and 
by two races. For the white people, it is 
chiefly from east to west and from one 
urban and industrial place to another. 
For them the movement from farms to 
cities and towns has tended to dull-off 
very much. For the Negroes, the mo- 
bility is mostly from farms to cities and 
from south to north. 


bi 
Results Produced 


Viewed as a whole, these movements 
have produced the following results: By 
1930 every state in the Union, Califor- 
nia expected, had sent forth more than 
fifteen per cent of those born within its 
borders. Every state but five, included 
in its population more than 100,000 who 
had been born in other states. In the 
country as a whole in 1930, twenty-three 
per cent of our total population — twen- 
ty-two million white people and three 
million Negroes — were living in states 
in which they were not born. 

This mixing and milling of our popu- 
lation is in sharp contrast to the rela- 
tively settled existence which was char- 
acteristic forty or fifty years ago. It has 
brought in its wake a set of conditions 


which force us to examine, with a critical 
eye, the concept of the family or neigh- 
borhood physician and dentist in a so- 
ciety in which thousands of people can 
not be said to live in a community, much 
less to be acquainted with the neigh- 
borhood’s health experts—if indeed 
there are any left in the old sense of the 
term. 


Population Divided 


Finally, the division of our population 
into rural and urban patterns of settle- 
ment and ways of life requires brief 
mention. We are essentially an urban 
people, not alone in the sense that one- 
half or more of us live in urban places 
but because we are all becoming more 
rational in our approach to problems. 
Furthermore, we are coming to be more 
and more alike in our tastes and de- 
mands, thanks to the machine, national 
advertising, and the extension of educa- 
tional opportunity. We are coming to 
be citizens in two societies: our own local 
communities and the great society which 
is more and more putting local communi- 
ties in touch with each other. This does 
not mean that we are equally well edu- 
cated, equally well housed, and equally 
served by health personnel and agencies. 
It does mean, however, that we are more 
and more anticipating an equalization 
of the distribution of these things and all 
that goes with a continuously rising 
standard of living. To this standard the 
health services make an indispensable 
contribution, in fact they constitute one 
of its most precious components. In sum, 
we are coming to be more and more 
alike in the sense that our expectations, 
our hopes and demands manifest less 
difference than ever before. We are not 
alike in the sense in which these expecta- 
tions, hopes and demands are equally 
satisfied. 

So much for the major characteristics 
of our population — major in two senses 
of the word: most significant for know- 
ing about our people in a statistical way, 
and most significant as a ground-work on 
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which the health services must stand to 
study and resolve their problems. 


Birth-Death Ratio 


I wish now to view our population in 
terms of births and deaths. In 1915 the 
birth rate for the United States was 
twenty-five babies for every 1,000 of the 
population; by 1933 it had fallen to 16.6 
Recent years have witnessed a slight in- 
crease with the figure standing at 18.9 
per 1,000 people in 1941. The death rate 
has fallen from 17.2 per 1,000 in 1900 
to 10.6 in 1940. This rate will, however, 
tend ultimately to rise as the popula- 
tion increases in its age. 

The death rate for babies born alive 
but dead before the age of one year has 
fallen from 99.9 per 1,000 live births in 
1915, to 47 per 1,000 in 1940. These 
rates show a wide disparity between 
states and localities. For instance, Ne- 
braska loses only 33 babies out of every 
1,000; South Carolina loses more than 
70. New Zealand, Netherlands, Aus- 
tralia, Sweden, Switzerland, and Ice- 
land all show lower infant death rates 
than we do, we who pride ourselves on 
being “the healthiest people on earth.” 
Despite the fact that mother mortalities 
have also dropped we still lose 6 mothers 
for every 1,000 live births. In Oregon 
the loss is only 2.3 mothers per 1,000 
live births; in South Carolina it is 8 
mothers. But wide disparities also obtain 
in infant and maternal deaths as between 
races. The country over 74 Negro babies 
out of every 1,000 born alive die before 
the age of one year; for the babies of 
white mothers the score is 41. For every 
1,000 live births to Negro mothers, 6.9 
mothers die. Among white mothers the 
mortality is only 2.7. 

This suggests that we look at the crop 
of babies by localities in the United 
States. Urban places produce four 
fewer than are necessary to keep the total 
population from falling; rural villages 
(non-farm places) produce fourteen 
more than are necessary to maintain the 
total population; and farm families pro- 
duce forty-four more than would be 


necessary to keep the population even. 
Oddly enough the baby-crop is greatest 
where the total population is smallest, 
and unfortunately where the incomes are 
the lowest. Conversely, the smallest baby- 
crop comes from the most numerous 
population and where the incomes are 
the highest. It doesn’t seem to come out 
even! If we now classify as children all 
youths between the ages of five and sev- 
enteen, South Carolina produces 739 
for every 1,000 adults in the age range 
of twenty to sixty. Alabama produces 
628. Both of these are rural and low- 
income states. But in such highly urban- 
ized and high per capita-income states 
of New York and Illinois the members 
are 363 and 389, respectively. 

These disparities suggest further in- 
quiry. But before I turn to this let me 
say again that a recital of “negative 
facts” does not deny that great advances 
have been made in the fields of health. 
But if a problem is to be intelligently 
addressed we have to know the sense in 
which it is a problem, namely a depar- 
ture from a set of norms which people 
call the good. 


Rural-Urban Breakdown 


The rural-urban breakdown which 
has been suggested is a fruitful frame- 
work within which to view the health 
scene. For an over-all view of the dis- 
tribution of medical, dental and nursing 
personnel and the distribution of hospi- 
tal beds the following table is offered. 

The distribution of physicians, den- 
tists, nurses, and hospital beds according 
to the percent to which state populations 
are urban or rural. 

The rhythm here is one of decreasing 
availability of health personnel and hos- 
pital beds as communities move from 
predominantly urban to predominantly 
rural in the distribution of their popula- 
tions. 


Now let’s look at the rural-urban 
health picture from a slightly different 
perspective. The next chart shows the 
difference between rural and urban 
places in the death rates due to diseases 














Population 
in 


Per cent urban millions 
RIMINI TORMIEOD: 5 0:0.0 2 0:0.6:0:0:0,0-0 131.6 
70% or more urban states.... 38.1 
50-69% urban states......... 42.0 
30-49% urban states......... 35-9 
Less than 30% urban states. . . 15.6 


which are readily preventable (see Ta- 
ble 1, page 120). 

Midwives attend fifty-three per cent 
of Negro births. These are still largely 
rural births. Only 3.7 percent of the 
children born to white mothers are de- 
livered by midwives. In 1200 rural coun- 
ties with a total population of fifteen 
million there are no hospitals. And in 
1300 of the total of 3,000 counties in the 
United States there are no registered 
hospitals. Over 1000 rural counties in 
1940 had no full time health officer. The 
Selective Service record for December 
1942 to February 1943 shows that eight- 
een year old farm youths were rejected 
for physical defects to a greater extent 
than any other major occupational group 
in the nation. 

Within the farm group the relation 
between average yearly cash income and 
average amount spent, per family, for 
medical care in 1941-42 was as shown in 
Table 2, page 120. 

There is no reason to suppose that the 
low income farm families had less need 
for medical care than their more advan- 
taged compatriots. It is a fact, further- 
more, that the state of urban health has 
improved steadily for fifty years. The 
health conditions in America’s rural sec- 
tions are not greatly improved over what 
they were in 1890. 


Urban Differentials 


I have now presented some samples of 
differentials between country and city 
which throw light on these two forms 
of socio-economic organization in their 
capacity to deliver adequate health serv- 
ices. I have also spoken briefly about 
differentials within the rural group. Let 
me now turn to the differentials which 
the urban side of our society manifests. 
I take for my locale the city of Chicago 


MD’s per DDS’s Nurses per Hospital 
1,000 per 1,000 1,000 beds per 
(1941) (1940) (1941) 1,000 (1941) 
1.2 0.5 1.2 3.4 
1.6 0.7 1.5 4-3 
1.2 0.6 1.4 3.6 
1.0 0.4 1.0 2.7 
0.8 0.2 0.6 2.1 


where conditions are typical for metro- 
politan communities. 

Selected communities in Chicago were 
described in terms of birth and death 
rates, morbidity rates for tuberculosis, 
and certain economic indices (see Table 
3, page 120). 


Death Rate High 


It will be noted that in three commu- 
nities the death rates are higher than the 
birth rates. In five communities the 
death rates are higher than the national 
average. As to infant death rates only 
two communities fell below the national 
average. These are the two communities 
with predominately native born popula- 
tion. The Near South Side community 
reveals an infant mortality rate higher 
than the national average thirty years 
ago. The rate in the Douglas community, 
which is ninety-six per cent Negro, was 
only slightly lower. 

I should make it clear that I am not 
attempting any statistical refinements of 
the relations between economic status 
and certain health conditions. I am seek- 
ing chiefly to describe that complex set 
of conditions in which the standard of 
living as expressed in terms of significant 
indices shows wide variations between 
communities in a metropolitan commu- 
nity. 

And now back again to the national 
picture for a brief look at some aspects 
of the distributive pattern of health serv- 
ices, chiefly the distribution of physicians. 

In 1908 one-half of the medical gradu- 
ates of that year settled in places of less 
than 5,000 population. In 1923 one- 
fourth of that year’s graduates became 
rural practitioners. In 1931 one-fifth of 
those who completed their medical edu- 
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Table | 


Causes of death 
Infant mortality (per 1,000 live births)...... 
Maternal mortality (per 1,000 live births) 


Typhoid-Paratyphoid fever (per 100,000 people ) 


Diphtheria (per 100,000 people) 
Malaria (per 100,000 people) 
Pellagra (per 100,000 people) 
Pneumonia-influenza (per 100,000 people ) 


eeeeeeeeees 


eee ee eres eeeee 


oe eee eee ereee 


Rural death 
rates: median 


Urban death 
rates: median 


Re TaN So 50.7 42.3 
eR ae oe 4.0 3.4 

ss \atecnphioneraus 1.6 0.6 
aioe aiaiadumiaecoie 1.5 0.6 
iikte eiaruei alee 1.8 0.3 
Pibceusceg te 2.3 0.8 
er ee 76.6 63.4 


Table 2 
Average spent per family 
Average family income for medical care 
eR MERI 2155050) 2i40. 4,015.40) ao ade aed S 4als,seiaie ido bold be DOs, das $29 
NITE T 5. O05, 2.515115) 2 -a.9,0-.<. 600 6106354" bibles 4:56 6/0 aa re alpiatein oicierbioaubio te $58 (or twice as much) 
NIMES 02 516.5 5 15<ss 9)'5, 0-0 :0:0<0 Wie 91055 '0-w bs A/a 6:6 belo Ha/ed es 44 nie owpensiars ore $95 (or thrice as much) 
Table 3 
Infant Tuberculosis Median Per cent 
Birth Death Death Morbidity Rates Rentals Families on 
Commuuity Rates Rates Rates _— per 10,000 (1934) Relief, 1934 
South Shores 6.04.06 13.5 8.3 29.2 7.35 $43.09 2.07 
MOMENI APR 6) 4:0:5.0.0.6 0:4: 10.4 6.7 36.3 5-79 44.29 1.97 
Washington Park....... 15.4 10.2 56.7 54.8 32.62 36.13 
ah. 01655..650,.4,650r0 a0 19.5 10.9 74.3 15.7 15.45 14.38 
Near West Side........ 20.6 16.1 79.5 40.2 16.06 43-74 
Near North Side....... 12.5 12.9 95-4 23.4 27.46 26.08 
PEE isis. os wtine.iaisies 17.5 21.3 97.6 67.69 18.98 63.61 
Near South Side....... 13.9 21.8 100.2 42.57 21.96 32.55 


cation in that year took rural practice 
positions. These decreases in the ratio 
of young physicians taking rural locations 
were faster than the decline in the pro- 
portion of our population in such places. 
In 1940 New York state had ten per cent 
of the nation’s population and eighteen 
per cent of its physicians. In the same 
year Alabama had slightly more than 
two per cent of the nation’s population 
and one-third of one per cent of the 
country’s physicians. 


My recital of facts is now done. I 
have sought to describe some patterns. 
But patterns can be known only if the 
processes which bring them into being 
are also known. That the differential 
patterns of distribution of health services 
are causally related to certain basic 
market processes I think no one would 
disclaim. Subsequent papers in this 
series will, in all likelihood, throw some 
light on the several processes making for 
these patterns. 
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PROCUREMENT AND ASSIGNMENT 
(Continued from page 106) 


yond the reasonable necessities of the 
situation in each State. The present 
volume of essential work in State Pro- 
curement and Assignment Service offices 
varies according to the number of hos- 
pitals still in process of reconversion and 
the number of acute shortage areas. In 
some States the work load remains mod- 
erately heavy, whereas in others it is 
negligible. Each State Chairman should 
review the work remaining to be done in 
his jurisdiction and recommend to the 
Board as soon as possible the date on 
which he believes the State office may be 
closed. It is desired to close as many 
State offices as circumstances permit on 
April 1, 1946. Because of the volume 
* of preliminary work which must be done 
in the Central Office when it is decided 


to close a particular State office, it is 
very important that the Central Office 
be given the greatest possible notice, at 
least six weeks in advance. It is expected 
that a small staff will be maintained in 
the Central Office until June 30, 1946. 

The Directing Board requests that 
each Chairman recommend the person, 
together with address and official posi- 
tion, with whom the Central Office shall 
correspond after the State office is of- 
ficially closed, because it is anticipated 
that there may be occasional inquiries 
on miscellaneous matters after April 1 on 
which the Central Office will need advice 
and information. The Board will gladly 
entertain the recommendation of the 
Chairman’s own name in his local capac- 
ity of private dentist, dental society offi- 
cer, or public official, but the Board will 
understand completely if the Chairman 
wishes to be relieved and designates 
someone else. 








Do You Have Your 
January Journal ? 








Since the January issue of the ILLINOIS DENTAL JOURNAL 
was of great interest to many of the returning veterans, we have 
had many requests for additional copies. Unfortunately, we do not 
have a sufficient supply of that issue on hand to fill the demand, 
so we are asking the members to send us their January issue when 
they have finished reading it. If mailed in an unsealed envelope, 
a three cent stamp will be sufficient. 
matter” and address it to: 


Please mark it “printed 


ILLINOIS DENTAL JOURNAL 


6355 Broapway Cuicaco 40, ILLINOIS 


Thank You! 
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HERE and THERE 








There are ideas by the carload for 
building up good-will but here’s one that 
really takes the cake. Over 3,000 taverns 
in Milwaukee have been receiving litera- 
ture from a firm in that city who do 
wholesale distributing. In their missives 
the company points out the fine effects 
of a clean, orderly place of business. 
Surprisingly enough their letters contain 
absolutely no selling propaganda. Instead 
each one features copy and illustrations 
stressing the dire fate in store for a tavern 
that falters in its beaten path of running 
a place on the up-and-up, such as: no 
sales to minors, no serving after legal 
closing hours and no adding to the in- 
toxication of the already inebriated (or 
vice-versa). In each piece of literature 
is a statement telling of the never-ending 
war the prohibitionists are waging against 
the liquor business, and how, through the 
combined efforts of the tavern owners to 
conduct their businesses in a respectable 
manner, these drys won’t be able to get 
to first base. Chicago papers please copy! 


Chaplain's Tale 


A returned medical officer, with whom 
your reporter eats lunch occasionally, is 
responsible for this story. It was told to 
him by a British Army Chaplain, and so, 
indubitably, is true! Some forty years 
ago the Chaplain was standing alone in 
a South African barnyard, surrounded 
by a brick wall and having in his posses- 
sion a magazine rifle holding eight 
rounds. Suddenly, he was horrified to 
hear a lion’s roar and to see the lion’s 
head appear over the wall. Recovering 
from his surprise, the Chaplain fired at 
the lion which immediately ducked out 
of sight below the wall. A moment later 
the lion bobbed up again still roaring. 
Again the Chaplain fired and once again 
the lion disappeared momentarily. Then 
back he came again roaring as before. 
Once more the Chaplain fired. In fact 


he took eight shots at the lion (you re- 
member, he had eight rounds of ammu- 
nition) before quiet reigned again. After 
a decent, not to say, discreet, interval 
the Chaplain walked cautiously over to 
the wall and looked over. There he saw 
eight dead lions! (That’s what the man 
said! ) 


Tch-Tch Dept. 


According to the latest census, the can- 
ners of the United States packed no 
fewer than 36,868,605 cases of baked 
beans valued at $59,197,030 in 1944. 
Since there are four dozen cans in a 
case, this engulfing total is 769,693,040 
cans. Sounds like the national debt. 
Some day some searcher into the misty 
past of New England history will un- 
cover the name of the noble Puritan 
housewife who first baked beans in a 
pot. Boston should erect a statue to her 
memory, alongside the cod, for her good 
works have followed her in an amazing 
horde. . . . Americans, as a whole, are 
pretty forgetful people. Articles total- 
ling in the millions are left behind in ho- 
tels, busses, trains and theatres annually. 
A loop hotel recently advertised its find- 
ing of a mink coat. Writing to the party 
that previously had the room brought 
no results, although the hotel discovered 
that the guest had been a man register- 
ing under an assumed name. The Grey- 
hound Lines announce that they discov- 
ered a suitcase full of girdles on the Chi- 
cago to Pittsburgh run. A Chicago theatre 
advertised a pair of men’s shoes, seven- 
teen purses, eleven hats, a pair of socks 
and a two-weeks-old puppy. Sometimes 
frantic inquiries are made by persons 
who have left something behind. Not 
long ago a lady dashed up to a hotel clerk 
in Evanston and said she had forgotten a 
package and could she retrieve it? Asked 
to describe the contents she blushingly 
replied there were six pints of gin, a 


quart of Sunnybrook, a fifth of Black 


122 




















and White and five pairs of nylons. She 
added that the hotel could keep the 
stockings if they’d return the liquor; and 
right under the noses of the W.C.T.U.! 
Another worried lady sought to claim 
her lost luggage at the Northwestern 
station. Asked to identify the articles in 
the suitcase, she nervously explained 
there were two sticks of dynamite, four 
sulphur bombs, fifty rounds of 12-gauge 
shotgun shells and some arsenic. Ques- 
tioned about the articles, she blithely 
stated that she was building a victory 
garden. The dynamite was to blast out 
rocks, the bombs to kill plant-eating in- 
sects, the shells to kill any marauding 
crows and the arsenic to apply to potato 
vines. Federal agents, assigned to keep 
a watch on her, reported that her garden 
was doing all right and any illusions of 
a foreign agent plotting sabotage could 
be forgotten. 


Modern Economics 


When a poor boy makes good—starts 
from scratch and works up to a mere 
$50,000 a year .. . that’s not news, at 
least not in the good old U.S.A. But 
when a $50,000 a year man voluntarily 
reduces his own salary to virtually noth- 
ing, the dog has been well bitten! Such 
is the case of Frank Phillips, Chairman 
of Phillips Petroleum Co. In February 
of last year he asked the Board of Direc- 
tors to reduce his annual salary from 
$50,000 to $1.00. Naturally he had not 
been receiving net anywhere near the 
fifty grand for several years. Only 
$309.36 was left for his use from his 
wages from the company for 1944. So 
he figured he would put an end to such 
uneconomic practice. Why should the 
company pay its chairman all that money 
and have him benefit only to the extent 
of some $300? The reason why the net 
realization from his wages was so little, 
lies in the fact that he had other sources 
of income. This put him in the top 
bracket, a bracket where Uncle Sam took 
a big slice! Incidentally he paid a State 
as well as a Federal income tax. When 
you, gentle reader, are ready to send in 


your check this month, ponder these 
facts and be glad! 


Railroad Delivery 


The War is over, and some of the 
smoke has cleared away, but here’s a 
story that, though a bit late, is worth 
repeating. On a seemingly ordinary 
Wednesday morning a Canadian Army 
psychiatrist caught a seemingly ordinary 
train from the seemingly ordinary town 
of London, Ontario, to take the seem- 
ingly ordinary weekly train ride required 
to reach his post. When the train was 
safely under way, and a long distance 
from the closest human habitation, it 
developed that a lady in the next coach 
had gotten aboard in a very enceinte 
condition (this is French-Canadian coun- 
try, you know) and was in dire need of 
attention . . . was, in fact, about to turn 
that railway coach into a delivery room, 
whether or no! The conductor raced 
through the train in wide-eyed fashion 
calling for a doctor. Spying the medical 
insignia on our friend, the psychiatrist, 
he grabbed him and had him halfway 
into the next coach before explaining 
what was wrong. Since there was no 
other medical man on the train, the 
psychiatrist was on the spot, as it were. 
Even superficial examination established, 
the fact that the lady was with child... 
and he hadn’t delivered a baby since his 
interneship! But he was resourceful and 
with the aid of a pocket knife, railroad 
towels and hot water from the diner, per- 
formed his task. Several weeks later he 
received an official looking envelope from 
the railroad company on whose train the 
operation had taken place. On opening 
the letter, he read as follows: “Dear 
Major B....: It is our wish to offer 
appreciative thanks for the medical as- 
sistance which you recently tendered a 
passenger on our line. While we under- 
stand the nature of the situation and are 
grateful for your services, we take this 
opportunity to call your attention to our 
policy of discouraging activities of this 
kind on our trains.” 
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Philip Sparrow 
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On a Call to Paris y ¥ 


It is with great pleasure that we announce the 
restoration of civilian telephone service to France. 


—The Illinois Bell Telephone Company, in September, 1945. 


All the world knows of Gertrude Stein, that famous American expatriate writer 
who because of her obscurity and her hair-cut has a wider and more varied audience 
than almost anyone since Saint Paul. Her name is news for all the journals in 
America. Limericks are composed about her, and rugs for nurseries are woven on 
her themes in children’s stories. She is called, among other things, the “Grandmother 
of Modern Literature”; and it is certainly true that every writer deserving of a hoot 
in the last forty years has at one time or another come under her influence. She has 
had countless imitators but no rivals. Secure in her position, lonely and immortal, 
she has for the past half-century kept hammering away at words—and frequently 
knocking the daylight out of them, it may be said in passing. 

Time has put a circle of legend around her, like the magic fire around Brunnhilde. 
Sitting in her rocking chair in Paris or down in the south of France at Bilignin, she 
is like a grey squat Buddha as she makes her ex cathedra pronunciamentos about 
modern literature. And she has gradually come to acquire that dusky mage-like char- 
acter that Coleridge had at Highgate . . . prophet and seeress, her oracles are sybilline 
and profound, and invariably correct. Few there are who can match her in con- 
versation, and none at all who can outshout her. 

The war did not change Gertrude much. I was with her in France in 1939 when it 
began to pop. She was flustered, but she got a check cashed and laid in two hundred 
litres of petrol—“because money and gas stop when a war comes and then how do 
you get anywhere and what do you use to get there with now tell me.” When I finally 
escaped from France, sweating and scared, I sent her a Mixmaster from Chicago. It 
arrived, and was a minor sensation in the province of Ain. 

Time went on, and the postal service failed. There was a trickle of letters during 
the war, but not many. But last October there came an epistle from her. She would 
not mind, I am sure, if one were to quote a few lines from it: 

My dearest Philly: It’s a long time between drinks but there is so much to do 
these days and then there is still more, there always is still more, what can we tell 
you, first is the Mixmaster still re-created, that is to say can one get spare parts, 
we could do with the two twirlers our two got busted in the country and the bowl 
in which the twirlers twirl, would it be too much bother, these days we asks for 
what we wants, since you cannot buy you have to ask and asking mostly works 
such is the way of life... 

I immediately called the company, and asked. “You will have to find out,” some- 
one said, “if it has an automatic whipper and ejector.” Then it was that I saw the 
wonderful, wonderful advertisement from the Bell Telephone company. Rates were 
down, the war was over, the world was bright! I would call Gertrude Stein in Paris! 

Sunday was the only day to call—if you wanted the rates, and I did. And between 
eight in the morning and noon were the only hours, for after all, the time lag and 
Gertrude’s advancing years made it rather imperative that the dear girl be not dis- 
turbed after early evening on any day. 

Full of high hope, I called on the morning of October 28, last year. Some adenoidal 
bobby-soxer took the call. “Where?” she said, and when she finally realized, she 
gasped “Oh my goodness!” and her voice vanished into the switchboard maze. In a 
few moments, a dour and elder lady from the chorus line in Macbeth questioned me, 
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told me to wait, connected me with the overseas operator in New York—and then 
broke the connection. 

Well, I tried it again. Not for nothing is my name what it is; I have learned to 
keep pecking away. This time I was gravely informed that the lines were open only 
for government business. I stuttered and talked loosely about the ad I’d seen in the 
papers, but to no avail. Sunday morning wore on, noon came, and I sank back 
exhausted from my labors. 

The next Sunday I tried it again. Nothing doing. The ad was “a mistake.” The 
fourth supervisor I talked to threatened to charge me double, and finally said that the 
circuits were in order for only five minutes a day, and that they were out now, and 
would I kindly hang up and free the line. 

The third Sunday they came out with a brand new one. You had to place a call, it 
seemed, and then you had to wait in line. They had had calls placed for almost six 
months. That, said I, was rather strange, since the announcement of the resumption 
of service was only three weeks old. Grudgingly, the gal finally took my call; she 
would place it, and I would be able to get through on December 2. 

Since I am a gentleman, that stopped me for two weeks. But what do you think 
happened on December 2? Of course, the same thing that happened on the earlier 
trials. No wires. No connections. Then the next Sunday [or was it earlier? The 
chronology gets a little confused] there was a telephone strike in New York. No 
operators. No answers. No hands. 

If there ever were a fit candidate for the degree of Doctor of Frustration in the 
Boswell Club, it was myself by then. To be so handled by a public utility is almost too 
much. After you express yourself in no uncertain terms, the click! and the dead wire 
are almost enough to make one look for a homing pigeon. But I met the frustration 
magnificently with a coupla fifths of whisky each Sunday, and time went by. 

On January 13, 1946, there seemed to be signs of life in the telephone company. 
Bright and early at seven a.m. an operator called. “Did youse have a call placed to 
Danton 65-06 in Paris France?” she whinnied. I allowed as how I did. 


“Well,” she announced, “it may go through next Sunday.” And hung up. 

The shock was pretty great, but it took only a pint to get over it. I began to get 
ready for the Great Day, January 20. At eight that morning I was up and dressed in 
my best suit, freshly shaved, and with a new necktie on. The hours slipped slowly by. 
Ten, eleven o’clock came and went, noon passed, the symphony came on—and I 
couldn’t even get an operator. My line was sealed against all incoming and outgoing 
calls. 

At four the phone rang. It was the overseas operator. “We have your party,” she 
said. Then—after all the months—I’d forgotten what I had been told to ask her 
about the Mixmaster! Frantically I pawed through the scraps of paper on the desk— 
no information! I tried to think whether it was an automatic injector or a twirling 
whipper or a skipping turtle that she wanted. 

Then I heard her wonderful voice, straight from Olympus, neo-Valkyrean, thrilling 
and delightful. Space and time were no more. But something was dreadfully wrong. 
I could hear her voice, and get the inflection—but I could not understand a single 
word. For three full minutes we shouted at each other, neither of us knowing what 
the other said. But it was joyous, after all. I know damned well I was sweating when 
we hung up, and I’ll bet she was, too. Telephone conversations are lovely things, 
but it is very hard to carry them on without words. 

Well, I’m twelve dollars lighter and not very much wiser, but I do know that I 
won't try it again. It will really be cheaper for me, considering the wear and tear on 
the nervous system over a period of three months, to wait until 1947 and then go over 
to Paris and talk to her face to face. And meanwhile, I think I’ll go to my favorite 
medium to see if she can’t get in touch with the shade of Alexander Graham Bell. 
I would like her to convey to him a few rather pointed words. 
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Decade Diary 


February 1936 


By way of innovation three timely editorials were first in this issue, followed by 
scientific papers, announcements, committee reports, etc. The first editorial concerned 
the return of the commercial exhibits to our state meetings, the third expressed regret 
for deleting eight pages of reading matter, after the “make up” to make place for the 
increase in advertising. In between was “The Hartman Aftermath,” a discussion of 


the shortcomings of the desensitizing preparation which many practitioners hoped 
would erase much of our operating pain. 


Excellent papers by David W. Phillips on “The Investment Expansion Control 
Method of Concrete Coating” and “Exodontia and Oral Surgery from a General 
Practitioner’s Standpoint” by Arthur C. Engel were published. The Economic 
Department commended the foresight of our society in providing for a “Committee 
to Organize the State for Legislative Purposes.” “Study Club Activities” showed 
increased interest in these meetings throughout the state. 


March 1936 


Again the Editorials are first. “The Chicago Meeting” tells of the Midwinter 
sessions just past and explained the innovation in practice and equipment. “Thorns 
in Our Side” commented on newspaper and radio advertising matter which was 
inimical to our profession’s best interests. The concluding section of Dr. Phillips’ 
paper from the February issue was the only scientific treatise published. Much of this 
issue was given to the preliminary program for the approaching annual May meeting 
in Peoria with pictures of prominent clinicians and lecturers. Also some explanation 
of the new “Children’s Dental Record Chart” provided by the State Department 
of Public Health. The Dubin malpractice case came in for its share of publicity and 
seemed headed for a climax. 
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CURRENT NEWS 
AND COMMENT 








DENTISTS PETITION COURT 
AGAINST HYGIENIST LICENSES 


On January 9, 1946, fourteen women 
applicants took the test offered by the 
Illinois State Dental Examining Com- 
mittee for Oral Hygienists. This exami- 
nation was given at the University of 
Illinois College of Dentistry and was the 
first of its kind in Illinois under the new 
state law; the law became effective July 1, 
1945. 

According to the office of the Attorney 
General a petition for an injunction has 
since been filed to restrain the Depart- 
ment of Registration and Education from 
expending state funds to administer the 
Hygienist Act. The petition is allegedly 
based chiefly on the claim that the bill 
is unconstitutional. The signers of the 
petition are Robert I. Humphrey, Frank 
Hurlstone, Luther W. Hughes, Leo J. 
Cahill, James A. Nowlan, R. B. Mundell, 
Charles W. Mansfield, Joseph B. Zielin- 
ski and James E. Fonda. 

A hearing was to be held on this peti- 
tion in Judge Finnegan’s court on March 
8, 1946. Mr. Mason was to represent the 
petitioners in court. Mr. Thompson, 
head of the Department of Registration 
and Education was to be represented by 
the Attorney General’s Office. As a result 
of the hearing, either the Oral Hygienist 
bill was to be held constitutional or the 
injunction of the petitioners might be 
upheld. An agreement was made out of 
court that no licenses would be granted 
until the matter of the injunction was 
settled. 


DECATUR 


In Decatur’s one hundred odd years of 
existence, she has claimed a place in the 
Hall of Fame in many fields. To mention 
a few, it was here that Abe Lincoln was 
first nominated for the Presidency of 


these United States and given the appel- 
lation of “Rail-splitter’. A few years 
later, she gave birth to the Grand Army 
of the Republic. For many years she has 
been known as the Soy Bean Capital of 
the World. Likewise in the dental field. 
In addition to furnishing many secre- 
taries, vice-presidents, and committee- 
men, our Dr. J. Foster Flagg Waltz was 
elevated to the Presidency of the Illinois 
State Dental Society in 1913. 

And now it has happened again. By 
vote of that society, in meeting assem- 
bled, our Lloyd H. Dodd has been chosen 
president-elect, reflecting honor upon 
his community and component. We speak 
as one in our pride in support of him. 
Whether it had any part in his election 
or not, we are happy that we sent him 
to the convention with a unanimously 
approved resolution supporting his can- 
didacy. 

We say and believe, that no one ever 
deserved the office more. For Lloyd’s 
record of activity in local, state and na- 
tional societies is almost as broad in scope 
as it is long in time. Furthermore, know- 
ing Lloyd as we do, we believe the state 
society is to be congratulated on its good 
judgment. For Lloyd is not only a hard 
worker, but also an able and diplomatic 
administrator, an excellent speaker—yes, 
a fitting representative for a great state 
society. 

December’s program was delightfully 
informal. Lt. Colonel Parke Waggoner, 
Lt. Comdr. Wayne Grissom and Capt. 
Dudley Wolfe described their war expe- 
riences—Parke, from England; Wayne, 
from the Pacific; and Dudley, from 
Italy, France and Germany. It was a 
rare program, both educational and in- 
teresting. 

January’s meeting was called to order 
by President Karr and developed into a 
two part program. Lt. Colonel Irons, Dr. 
Leo Reid’s brother-in-law, gave a fasci- 
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nating description of life in Jap prison 
camps. Col. Irons was taken prisoner 
when Corregidor surrendered, took the 
Death March of Bataan, was an unwill- 
ing guest in five Jap camps, survived the 
bombing and strafing of prison ships and 
the unbelievably destructive parachuting 
of food and supplies by our own B-2gs. 
His vivid description of these experiences 
together with his account of the ingenious 
efforts of his dental corps to maintain the 
dental health of fellow prisoners, merits 
wider circulation. 

The second part of the program was a 
lecture-demonstration by Dr. Walker of 
Bloomington, on full denture impression 
technic. This subject is always popular 
and this particular presentation provoked 
keen interest and healthy differences of 
opinion. We are indebted to Dr. Walker 
for a good program. 

We regretfully report the death of 
Dr. C. Leonard Cassell at Bradenton, 
Florida on November 4th, following a 
brief illness. Dr. Cassell was well known 
over the State, having served for many 
years on the Military Affairs Committee 
and recently as its chairman. He was 
also active in the American Legion, Re- 
serve Officers Corps and other service 
organizations. He is survived by his wife 
and small grand-daughter Sharon, to 
whom we extend our sincere sympathy. 

We extend a cordial welcome to Drs. 
A. Dudley Wolfe, and F. A. Stott. Dr. 
Wolfe is a graduate of Washington Uni- 
versity Dental School, served two years 
of residency at Cincinnati General Hos- 
pital and three years in the Army Dental 
Corps, being discharged with the rank of 
Captain. Dr. Stott is a graduate of the 
University of Illinois, College of Den- 
tistry, served one year with the Navy 
Dental Corps. 

Compound Impressions: Hal Freid- 
inger is enjoying the sunny (but cool) 
Louisiana climate; Linn Cruse just re- 
turned from a restful week at Green- 
wood, Miss.; Tom Campbell is all settled 
down in a nice new office; Paul Berry- 
hill, after examining the city’s ninth 
grades, reports seeing much good den- 
tistry and an encouraging improvement 
in dental health; glad to hear that Harry 


Kepler, Army Armstrong and Emmett 
Baker are able to be back at work after 
recent illnesses; Walt Winter gratefully 
escaped whooping cough to which his 
children exposed him; Ed Douglas has 
been engaged by the Association of Com- 
merce to write a piece on the Beauties of 
Lake Decatur at 2:00 A. M. on a sub- 
zero morning; for ourselves, we have 
reached that age in life when striking 
water at 61 feet, on the south 40, is an 
event to be celebrated —Wray S. Mon- 
roe, D.D.S. 


A.D.A. PROPOSALS 
(Continued from page 113) 


If properly supervised it is believed an 
externship in a public health service in 
areas needing such service would provide 
good training and experience for the 
graduate and would also aid in solving 
one aspect of our problem. 


Not all of the proposals that have been 
enumerated represent official actions and 
policies of the American Dental Associa- 
tion. Many of the proposals that have 
been mentioned are official A.D.A. ac- 
tions, but others are still in the process 
of development and need to be submitted 
to the House of Delegates for approval 
before they can be put into effect as an 
official activity of the A.D.A. It is also 
important to emphasize that state and 
local councils or committees have an 
important part to play because the plans 
and recommendations of the A.D.A. 
Council on Dental Health would be of 
little value to the public for whom they 
are intended unless they are transposed 
into action. For this reason, it was de- 
cided several years ago that the efforts 
of the national council must be supple- 
mented by a similar organization in the 
state and community so that a network 
of national, state and local councils can 
put the plans into effect in the various 
areas they represent. 


In summing up all of these consid- 
erations the point of paramount im- 
portance is that we are discussing and 
analyzing these complicated and con- 
troversial problems and that we are using 
the resources of the dental profession 
in attempting to find a solution. 


128 




















What the 


Illinois State Dental Society and 
American Dental Association 


Offer You 


i 


SH me WHY 


— 


Protection and advancement of your profession and 
livelihood. 

The Journal—giving you the best material available 
that is being published in the dental world. 

Loan of Dental Books. 

Loan of Package Libraries. (A collection of 20 to 30 
articles on a specific dental subject. Over 300 sub- 
jects covered. ) 

Assistance in the preparation of talks and programs. 

Loan or purchase of stereopticon slides and movie films. 

Dental health literature, radio programs, news articles 
and exhibits. 

Representation in National Health Program. 

Beneficial interpretation of tax provisions. 

Improvement of professional status by initiating help- 
ful legislation and combating harmful legislation and 
practices. 


. Group insurance saving. 


Protection through Relief Fund. 

Dental Meetings. (Equivalent to a_ post-graduate 
course by leading authorities. ) 

Contact with leading health and community organiza- 
tions. 

Promotion of national public relations program result- 
ing in wider dissemination of dental facts to the 
public. 

Improvement and standardization of dental materials 
and medicaments. 

Representation in National Defense Program. 

Indirect benefits that necessarily must be and which 
are carried on by organized effort. 


You insure your valuable.possessions by taking out fire, burglary or other 
insurance. A membership in the American Dental Association insures your 


most valued asset—YOUR LIVELIHOOD. 
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DIRECTORY OF COMPONENT SOCIETIES 








Society 


President 


Secretary 


Meetings 





G. V. Black 


Champaign-Danville 
Chicago 


Decatur 


Eastern Illinois 
Fox River Valley 
T. L. Gilmer 
Kankakee 

Knox 

LaSalle 

McLean 
Madison 
Northwest 
Peoria 

Rock Island 

St. Clair 
Southern Illinois 
Wabash River 
Warren 
Whiteside-Lee 


Will-Grundy 


Winnebago 





Russell E. Blunk 
Springfield 


E. M. Bush 
Rossville 


J. B. Zielinski 
Chicago 


E. C. Carr 


Decatur 


Robert G. Jones, 
Mattoon 


John Shesler 
Elgin 

L. H. Wolfe 
Quincy 


Edw. D. Martin 
Watseka 

Walter Pacey 
Galesburg 


V. J. Piscitelli 


La Salle 


R. T. Jackson 
Pontiac 


H. W. Schroeder 
Edwardsville 


C. F. Isenberger 
Lanark 


J. W. Weidner 
Peoria 


Milford J. Nelson 
Moline 


A. J. Jordan 
Freeburg 


E. J. Gillespie 
Cairo 


L. E. McGahey 
Palestine 


Charles Lauder 
Monmouth 


W. P. Rock 
Sterling 


D. N. Bradley 
Joliet 


C. E. Werner 
Rockford 





Edward L. Bernard 
Springfield 


Bruce Martin 
Danville 


R. J. Wells 
Chicago 
Ralph Hall 


Decatur 


J. A. Wren 


Paris 


H. L. Wente 
Dundee 
R. S. Thesen 
Quincy 
D. P. Wilson 
Kankakee 


R. R. Goumer 
Galva 


H. Mroczynski 
La Salle 


A. G. Orendorff 
Bloomington 
H. W. Stephenson 

Carlinville 


P. M. Breyer 
Freeport 


E. H. Mahle 
Peoria 


Kenneth F. Gibson 
Moline 


R. A. Hundley 
East St. Louis 


Wm. F. Johnson 
Eldorado 


H. W. Kinney 


Robinson 


E. B. Knights 
Monmouth 


G. W. Nelson 
Prophetstown 


J. C. Brady 
Joliet 


S. A. Oren 
Rockford 





2nd Thursday in each month ex- 
cept July, August and Sep- 
tember. 


4th Thursday of March 
October. 


3rd Tuesday of each month ex- 
cept June, July and August. 


and 


2nd Tuesday of each month ex- 
cept May, June, July and 
August. 


April and September. 


3rd Wednesday in each month. 


tst Tuesday and Wednesday in 
November. 


grd Thursday in March and Sep- 
tember. 


1st Thursday in each month ex- 
cept June, July and August. 


April and October. 


1st Monday in each month, Oc. 
tober to April inclusive. 


February and October. 


2nd Monday of each month, Sep. 
tember to May. 


1st Monday of each month except 
July, August and September. 


grd Tuesday in each month, Sep- 
tember to May inclusive. 


3rd Thursday in January. 


Semi-annual, March and Octo. 
r. 


Annual, 
April. 


grd Monday of each month ex: 
cept June, July and August. 


Second Thursday in 


Every two months; around the 
15th. 


2nd Thursday in January, March, 
May, September, November 
and December. 


2nd Wednesday in each month 
except June, July, August and 
September. 
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DIRECTORY 


EXECUTIVE COUNCIL 1945-46: R. W. McNulty, President, 1757 West Harrison Street, Chicago; Lloyd H. Dodd, 
President-Elect, 860 Citizens Building, Decatur; C. E. Bollinger, Vice-President, 620 Alliance Life Building, 
Peoria; L. H. Jacob, Secretary-Librarian, 634 Jefferson Building, Peoria; R. G. Kesel, Treasurer, 
South Wood Street, Chicago. 

Group No. 1: Northwestern District, C. H. Grandstaff (1948), 1108 Talcott Building, Rockford; Northeastern 

istrict, Holmes C. Burt (1946), 12 Neustadt Building, La Salle; Central District, L. E. Steward (1947), 
917 Alliance Life Building, Peoria. 


Group No. 2: Central Western District, C. E. Lauder (1948), 203% E. Broadway, Monmouth; Central Eastern 
District, W. J. Gonwa (1947), Chairman; Southern District, Howard A. Moreland (1946), Cairo. 

Group No. 3: R. B. Mundell (1946), 545 Lincoln Avenue, Winnetka; Robert J. Pollock (1946), 5615 West 
Lake Street, Chicago; Robert 8. Hasterlik (1947), 1791 Howard Street, Chicago; J. L. Wilher (1947), 
1305 East 63rd Street, Chicago; Ralph E. Libberton (1048), 716 East 75th Street, Chicago; William J. 
Serritella (1948), 55 East Washington Street, Chicago. 

AD INTERIM COMMITTEE OF THE EXECUTIVE COUNCIL: R. W. McNulty, Chicago; L. H. Dodd, Decatur; 
R. G. Kesel, Chicago; L. H. Jacob, Peoria; Howard A. Moreland, Cairo. 


PROGRAM COMMITTEE: George W. Hax, Chairman, 8 South Michigan Avenue, Chicago 3; Peter A. Wlod- 
kowski, Vice-Chairman, 2349 North Western Avenue, Chicago 47; Foy R. Matter, 430 West Stephenson Street, 
Freeport; J. C. Heighway, 304 Central Life Bldg., Ottawa; John L. Dixon, Clinton; Wayne L. Fischer, 
1525 East 53rd Street, Chicago 15; Harry W. Chronquist, 636 Church Street, Evanston; Werner J. Gresens, 
torr Lake Street, Oak Park; William F. Johnson, Eldorado. 


CLINIC COMMITTEE: Robert C. Walker, Chairman, 608 Livingston Building, Bloomington; Joseph F. Porto, 
Vice-Chairman, 25 East Washington Street, Chicago 2; W. A. Fanning, 109 South Cook Street, Barrington; 
Arthur L. Roberts, 1709 Aurora National Bank Buildin . Aurora; Fred Hawkins, 6341 West Roosevelt 
Road, Berwyn; Mark R. Baldwin, 619 Alliance Life Bidg.. Peoria; C. F. Haussermann, Christie Clinic 

Building, Champaign; Reuben E. Baumann, Highland; Charles Helm, 710 Talcott Building, Rockford. 


PUBLICATION COMMITTEE: L. H. Jacob, Chairman, Ex-Officio, 634 Jefferson Building, Peoria; William P. 
Schoen, Jr., Editor, 6353 Broadway, Chicago 40; E. J. Krejci, 530 South Spring Avenue, LaGrange. 


NECROLOGY COMMITTEE: Augustus H. Mueller, Chairman, 30 North Michigan Avenue, Chicago 2; Thomas 
E. Turner, 25 East Washington Street, Chicago 2; Harry ¢. Brown, Unity ilding, Bl ing 


BOARD OF CENSORS: Samuel R. Kleiman, Chairman, 2348 North Western Avenue, Chicago 47; Guy B. Skinner, 
55 East Washington Streeet, Chicago 2; J. F. Scott, Rosiclare. 


INFRACTION OF CODE OF ETHICS: J. F. F. Waltz, Chairman, 345 North Main Street, Decatur; Willard 
R. Johnson, 7454 Cottage Grove Avenue, Chicago 19; Joseph W. Zelko, 401 North Chicago Street, Joliet. 


INFRACTION OF LAWS: Sidney Pollack, Chairman, 1140 North LaSalle Street, Chicago 10; R. A. Hundley, 
3915A Waverly Avenue, East St. Louis; C. A. Treece, 506 Bondi Building, Galesburg. 


PUBLIC POLICY: John W. Green, Chairman, First National Bank Building, ‘oO Henry J. Wieland, 
4407 Milwaukee Avenue, Chicago 30; Clifton B. Clarno, 805 Lehmann Bui ding. Peoria; Robert I. 
ee, 185 North Wabash Avenue, Chicago 1; Ben H. Sherrard, 300 Rock Island Bank Building, 

ock Island. 


INTERPROFESSIONAL RELATIONS: J. Roy Blayney, Chairman, 950 East s9th Street, Chicago 37; Frederick 
W. Merrifield, 122 South Michigan Avenue, Chicago 3; S. F. Bradel, 55 East Washington Street, Chicago 2. 


MILITARY AFFAIRS: Charles W. Freeman, Chairman, 311 East Chicago Avenue, Chicago 11; L. H. Jacob, 

Secretary Ex-Officio, 634 Jefferson Building, Peoria; R. W. McNulty, 1757 West Harrison Street, Chicago 12; 

L. H. Dodd, 860 Citizens Building, Decatur; Joseph B. Zielinski, 3147 Logan Boulevard, Chicago 47; Robert 

‘, Wells, 1525 East 53rd Street, Chicago 15; Allan G. Brodie, 30 North Michigan Avenue, Chicago 2; 

illiam A. McKee, Benton; James H. Keith, 636 Church Street, Evanston; Hugh E. Black, 316 State Bank 
Building, LaSalle; Charles S$. Kurz, 560 North Eighth Street, Carlyle. 


DENTAL HEALTH EDUCATION: Hugh M. Tarpley, Chairman, W.C.U. Building, Seer Lloyd C. Blackman, 
Vice-Chairman, 702 Professional Building, Elgin; H. Lyle Acton, Secretary, 512 Lawrence a Sterling; 

T. Yates, Ridgely Building, Springfield; Glenn E. Cartwright, 4000 West North Avenue hicago 393 

. M. Lumbattis, 428 Rogers Building, Mount Vernon; L. H. Johnson, 827 Alliance Life Building, ‘eoria; 

D. C. Baughman, Mattoon. 


STUDY CLUB: Arthur E. Glawe, Chairman, 519 Safety Building, Rock Island; Ozro D. Hill, 601 State Bank 
Building, Freeport; V. J. Piscitelli, 7411/2 First Street, LaSalle; Louis F. Tinthoff, 819 Jefferson Building, 
Peoria; L. M. Wolfe, 712 Illinois State Bank Building, Quincy; Walter W. Winter, seo Citizens Building, 
wee John J. Corlew, Rogers Building, Mount Vernon; George W. Teuscher, 1050 Spruce Street, 

innetka. 


MEMBERSHIP COMMITTEE: James E. Mahoney, Chairman, Wood River; L. H. Jacob, Secretary Ex-Officio, 
634 Jefferson Building, Peoria; Walter J. Palmer, 203 Central National Bank Building, Sterling; J. R. Postma, 
1722% Fourth Street, Peru; J. Malcolm Elson, 823 Jefferson Building, Peoria; K. I. Grimes, Barry; 

omas J. Campbell, 766 Citizens Building, Decatur; Van Andrews, Cairo; R. M. Morange, 5505 South 
Ashland Avenue, Chicago 36. 


PUBLIC WELFARE COMMITTEE: L. E. Steward, Chairman, 917 Alliance Life Building, Peoria 2; Elton C. 
Horr, Vice-Chairman, Taylorville; Paul W. Swanson, Secretary, 5711 West Chicago Avenue, Chicago 51; 
Chicago District: R. 1. Humphrey (1947), 185 North Wabash Avenue, Chicago 1; Paul W. Swanson (1948), 
gu est Chicago Avenue, Chicago 51; Northwestern District: W. M. Magnelia (1946), 904 Talcott 

uilding, Rockford; W. D. Van Lone (1947), Second National Bank Building, Freeport. Northeastern 
District: J. D. Talbot (1946), 310 Morris Building, Joliet; J. A. Zwisler (ener? 189 East Court Street, 
Kankakee; Central District: A. G. Orendorff (1946), 322 Unity Building, Bloomington; L. E. Steward (1947), 
$7 Alliance Life Building, Peoria; Central Western District: Ora E Sierett (1948) Monmouth; Donald A. 

us| (1947), 204 Kresge rm Quincy; Central Eastern District: Elton C. Horr ( spat). Taylorville; 
E. G. Stevens (1948), 432 Illinois Building, Champaign; Southern District: E. J. Gillespie (1948), Cairo; 
Calvert L. Jordan (1946), Olney. 


COMMITTEE: J. C. McGuire, Chairman {1946), 636 Church St., Evanston; L. H. Jacob, Secretary 
Ex-Officio, 634 Jefferson Bldg., Peoria; August Swierczek (1947), 312 Armitage Ave., Chicago 14. 











TRANSPORTATION COMMITTEE: Frederick W. Schulz, Chairman, 105 S. York St., Elmhurst; James C. Donelan, 
322 United Mine Workers Bldg., Springfield; Kestner Barger, Golconda. 
RESEARCH COMMITTEE: George W. Teuscher, Chairman, 1050 Spruce St., Winnetka; Edgar D. Coolidge, 25 E. 


oe St., Chicago 2; Allan G. Brodie, 808 S. Wood St., Chicago 12; Charles S. Kurz, 560 N. Eighth 
t., Carlyle. 
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SO ARE OLD-FASHIONED TEETH. 
Prescribe Austenal MICROMOLD 


Teeth—The teeth of today 


In the horse and buggy days folks had to be 
satisfied with old-fashioned teeth and crude 
dentures. Dentistry’s March of Progress had 
just begun and there were no better. 


demand—and deserve—better teeth, tee 
more natural in anatomy, form and color 
Austenol MICROMOLD Teeth were develope 
to fit this need. 

Even a casual inspection will reveal tha 
they have made old-fashioned teeth obsolete 
Their complete naturalness, their oral beaut 
and comfort will please your patients. You ca 
prescribe them with confidence 


AUSTENAL LABORATORIES, INC 


THES 
Annex 
Associ 
Berry- 
Ehrhar 
Frein [ 


Today's greatly improved Peat tee OOH 


Josepl 
Kraus 
Ottaw 
Satisfa 
L.A. | 
Stand 
H. Swi 





5932 S. Wentworth Ave., Chicago 21, Illinoii 











AUSTENAL 
PORCELAIN 

ak 

REG. U.S. PAT. OFF. 


= Order \USTENAL 


y 


3 
| 





| 
enelics of a by-gone day = 


BE MODERN! 
prseive AUSTENAL 


MICROMOLD ‘“/cc% 








. THESE LABORATORIES CAN SUPPLY YOU: 
OLD | Annex Dental Laboratory............ 25 East Washington Street, Chicago, Illinois 
today Associated Dental Laboratories, Inc... ... 404 South 6th Street, Springfield, Illinois 
d to ba Berry-Kofron Dental Laboratory......... 409 North I Ith Street, St. Louis, Missouri 
dey Ehrhardt & Company................... 32 West Randolph Street, Chicago, Illinois 
Frein Dental Laboratory............ ..... .. 3531 Lindell Blvd., St. Louis, Missouri 
thetic] Hookman Dental Laboratory............. Rockford Trust Building, Rockford, Illinois 
4 color Y0seph E. Kennedy Company.............. 7900 S. Ashland Ave., Chicago, Illinois 
veloped Kraus Dental Laboratory....................... Jefferson Building, Peoria, Illinois 
eal thaj Ottawa Dental Laboratory..................... College Building, Ottawa, Illinois 
obsolete Satisfaction Dental Laboratories............ ....Professional Building, Elgin, Illinois 
hers L.A. Schmitt Dental Laboratory........ Illinois State Bank Building, Quincy, Illinois 
Standard Dental Laboratories........ 225 North Wabash Avenue, Chicago, Illinois 
, INC}H. Swigard Dental Laboratory.................. Graham Building, Aurora, Illinois 
1, Ilinol 
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The champion boxer wears a helmet to protect him: 
self from punishment or injury in training. « Wernet's 
Powder helps to protect tender gums from irritation 
while they are “‘in training” to retain a new den- 
ture by natural means—comfortably and efficiently. 
Available at all drug stores 


WERNET’S POWDER 


INSURES DENTURE STABILITY AND RETENTION 
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x Py-co-pay will 
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B OTH ed of these strictly 
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B KE N [} F y | T correct brush- 


hich you taught. 





\ TOOTH BRU 





The Py-co-pay Tooth Brush is recommended by 
more dentists than any other tooth brush. It has 
a small head, containing two rows (6 tufts per 
row) of fine, firm bristles. Available with natural 
bristles or nylon in a complete range of textures. 
* Py-co-pay Tooth Powder bears the seal of ac- 
ceptance of the Cougcil on Dental Therapeutics 
of the American Dental Association. It is 
refreshing... and cleans with the minimum 
of abrasion required to remove surface stains. 


















PYCOPE, INC. 


2 HIGH STREET, JERSEY CITY 6,.N. J. 








T. Mk. Reg. 





SYMBOL 
OF 





U.S. Pat. Off. 








PROSTHETIC 
EXCELLENCE 


¢ 


AND LEADERSHIP 


For almost a decade and a half now the 
Vitallium shield has stood for prosthetic 
excellence in dentistry. Today Vitallium 
has many imitators. Its superiority, how- 


ever, is unchallenged. This leadership is 


guaranteed by the outstanding labora- 
tories that make up the Vitallium Lab- 
oratory group and by the research con- 
ducted for them by Austenal Laboratories, 
Inc. When you prescribe Vitallium, be 
sure you get Vitallium. 


For Genuine Vitallium Restorations 


THE BERRY-KOFRON DENTAL LABORATORY CO. 


407 N. | Ith Street 


Garfield 5050 


St. Louis 1, Mo. 














Columbia 
Rubber MODEL FORMERS 


Make Neat Bases on 
Your Study Models 


i o> pour plaster or stone into Model 
Former, mount anatomical cast and let 
set. The soft flexible rubber permits easy 
removal of model, which comes out with a 
perfectly smooth, symmetrical and finished 
base. And it takes less time to make than 
handformed bases. 


The instruction sheet shows how the 
upper and lower models made in these 
formers occlude automatically! 

Price per set, | Upper and | Lower, $3.00 


Study models show patients their mouths as 
ou see them. Make study models regularly. 
ou need them as you do X-Rays. 


COLUMBIA DENTOFORM CORPORATION 
131 East 23rd Street, New York 10, N. Y. 
Send for our 16-page Iilustrated Price List. 





HARPER’S 
ALLOY 


Actual tests show that 
Harper’s Alloy is defi- 
nitely outstanding in as- 
suring adaptability—the 
key to successful amal- 
gam fillings. Sold in 
both quick and medium 
setting, $1.80 per oz.; 
5 ozs. $8.25; 10 ozs. 
$15.50; 1 Universal Trimmer 
$1.50; Matrix Holder $3.60. Order 
from your dental supply dealer or 
direct. Prices subject to change. 


DR. WM. E. HARPER 
6541 Yale Ave. 
CHICAGO 21, ILL. 























For Beauty, 
Artistry and 





Accuracy in 


PORCELAIN and ACRYLIC 
CROWNS and BRIDGES 


BRIAR CERAMIC LABORATORY 


amb. 3723. .... 6355 Broadway 
CHICAGO 40, ILLINOIS 


@ rapid mail service ® 











“eS 


@ Send your old crowns, bridges, inlays and 

clippings to Goldsmith Brothers... 

@ Send your filings, sweepings, polishings to 

Goldsmith Brothers... fe 
PRICES 


@ Send your platinum and amalgam scrap to 


Goldsmith Brothers... 


i? E N T A L @ ABSOLUTE ACCURACY in testing, assaying i 


and weighing to determine value of your ship- 


SCRAP le 

@ OVER 75 YEARS IN BUSINESS with thou- 

sands of customers from coast to coast sending 
hi ts + larly. 

GOLDSMITH BROTHERS <i lysalaina nec 


SMELTING AND GEFINING COMPANY @ CHECKS MAILED SAME DAY SHIPMENTS 
ereo i ee RECEIVED. 



















@ You can specify dental gold in exchange if 
you prefer. 














ST. LOUIS 








DepeNDABLE 
LABORATORY 
SERVICE 


A laboratory, equipped with the most modern facili- 
ties and staffed by able and competent technicians 
capable of carrying out your most detailed instruc- 
tions, is the result of much care and thought. 
Reliance is such a laboratory. For many years we 
have striven to give the best in laboratory service 
to our clients. A steadily growing list of satisfied 
customers is our reward. 


Ww 


Prosthetic appliances requiring the utmost in me- 
chanical skill are carefully fabricated by our trained 
technicians under the expert guidance of G. Remme. 
Acrylic restorations, jacket crowns, inlays, bridges 
and dentures are correct, both in fit and esthetics, 
when made by Reliance. Send us your next case and 
see for yourself. 


RELIANCE DENTAL LABORATORY 


Box 503, Main Postal Office 





G. REMME 















COUNCIL on DENTAL 
THERAPEUTICS 


MERICAN 


A ENTAL 
SSOCIATION 













Hits is the Seal of Acceptance—the symbol of 
a continuing fight carried on by the American 
Dental Association through its Council on Dental 
Therapeutics to guard the public and the profession 
against inferior, injurious and misrepresented den- 
tal products. Products granted this seal may be 
used with safety and confidence. In your patients’ 


interest use and prescribe Council Accepted Prod- 


ucts exclusively. 







































YOUR VITACLIUM LABORATORIES 


ag 





F" the early explorers of our heavily forested 

land blazing a trail by marking the trees was 
of tremendous importance if others were to follow. 
Your modern Vitallium Laboratories ‘are blazing a 
trail too —a trail of modern prosthetic laboratory 
excellence in which Vitallium, the “friendly” cobalt 
chromium alloy, is leading the way. They are setting 
new high standards of precise oral fit which you will 
like and admire. They are likewise first to offer new 
techniques and improved materials which are being 
developed and tested by-modern research. They are in 
short doing their utmost to construct prostheses of 
which you will be proud and which will give eminent 
patient satisfaction. 





Cfustenal Micromold Porcelain Teeth 
rg Hiicromold Plastic Teeth 
italon Denture and Bridge Resin 


Prescribe Through Your 
Vitallium Laboratory 


Se ites 


& Trade Mark Reg. U.S Pat. Off 


"There is no substitute for experience." 


Standard Dental Laboratories 
OF CHICAGO, INC. 
225 NORTH WABASH AVE., CHICAGO, ILL. 
Phone DEArborn 6721-5 















NO NEED TO POUR THE 
CAST IMMEDIATELY 
WHEN YOU USE 
ELASTIC COLLOID 


. 


“0: 
CAN BE 


USED WITH OR 
WITHOUT A SYRINGE 


In Hermetically 
Sealed Tubes 





IT'S AN AGAR BASE, REVERSIBLE 
HYDROCOLLOID. GET A GOOD 
IMPRESSION AT THE FIRST TRY; 
SEND IT TO YOUR LABORATORY 
WITHOUT FEAR OF VOLUMETRIC 
CHANGE. 


Complies with A.D.A. Specification No. 11 


Take the impression; send it to your laboratory, or pour the cast when 
convenient. There is NO need to hurry. Elastic Colloid is an agar base, 
reversible hydrocolloid. Keep the impression moist and it will last indefinitely. 
Merely wrap it in a damp napkin or cloth when you send it to the laboratory, 
and don't worry about creep, warp, or shrink. 


In fact, you will notice fewer modifications or adjustments of your restora- 
tions if you make Elastic Colloid your routine impression material for your 
full and partial impressions, preextraction impressions when immediate denture 
service is rendered, and for orthodontic impressions. 


It will take any impression in one piece regardless of existing difficulties. 
It is tough, strong, has plenty of body; pulls from deep undercuts and tight 
interstitial spaces without breaking or distorting, and does not slump from 
high vaults. 


THE S. S. WHITE DENTAL MFG. CO. 


55 E. Washington Street Jefferson and Fulton Sts. 
Chicago 2, Ill. Peoria 1, Ill. 








Leadership 


is a job, not a reward 


In the field of Professional Protection 
The Medical Protective Company has 
maintained leadership since 1899. 


Our service in 60,000 claims and suits 
attests the worthiness of this Leadership 
and the obvious advantages which our 
exclusive application to this one field 
brings to our policyholders. 


W Sead Because W. Specialige 


N 


i) 


h 
Medical Protective Company 


of 


Fort Wayne, Indiana 





AMERICAN DENTAL COMPANY, 








America soni... 


doing precision work ... 
careful, skillful, experienced hands .. . 
for particular DENTISTS 


When you use American Service... 
how satisfying! 
What peace of mind... for you 


= isn’t any trouble; there aren’t 
any doubtful, puzzled, anxious patients; 
and all the work you do is PAY work with 
little of wasted time . . . 


. when you use American Service . 
. . . for American replacements fit, satis- 
fyingly to you and to your patients. 


Lean on us then. Depend on us to do 
satisfying work for you, to do our work 
for you always deftly, skillfully, ingeni- 
ously . . . with the intent and the skills 
that belong only to master craftsmen. 


USE 





5 SOUTH WABASH AVE. 


Each replacement they’d make for you 
would be challenge to their design ability, 
to their craftsmen’s hands, to their need 
to think it out, to make each task a 
masterpiece . . . and to include integrity. 


Use American and you’d use only one 
quality . . . the finest we can produce 
. . . the best that money can buy... 
at prices famously fair and square. . 

satisfying to you and to your patients. 


. that your fame may grow... 
when you use American . . 
may make more money. 


. that you 


SERVICE 


CHICAGO 3, ILLINOIS 








in music... conGiasl 9 desttalle 


By THE contrast of instrumental tim- 
bre, the contention of rhythm, and 
the use of opposing dynamic effects 
the spirit and brilliance of a musical 
score are revealed. 


But this contrast which so enriches 
our musical masterpieces is the tar- 
get for attack in prosthetic dentistry. 
Success in dental research is measured 
by reduced contrast in the develop- 
ment of denture materials to blend 
unobtrusively in the mouth. In this 

» respect, LUCITONE has gone beyond 
hoped-for-goals. 





MAIN STORE 
25 E. Washington St. 





Its soft, translucent coloring 
“*borrows’’ life from the tissue it con- 
ceals. Against the natural gums it is 
nearly undetectable because it is in- 
distinguishable. This “lifelike” iden- 
tity is sensed by the wearer. It results 


in restored self-confidence. 


Contributing to this feeling of con- 
fidence is the “‘neutral’? character of 
LUCITONE, It is without taste and 
odor. It feels fresh. The mouth does 
not have to adapt LUCITONE through 
warmth or moisture. LUCITONE is at 
once a part of its environment. 


METHYL METHACRYLATE RESIN 
DENTURE MATERIAL 
FOR MODERN MATERIALS 


CALL ON... d Vie 


MILFORD 
DELAWARE 





The L. D. Caulk Company 


SOUTHSIDE BRANCH 
733 West 64th St. 


Chicago, Illinois 





\DERER GOLDS 


Julius Aderer, Inc., New York - Chicago 














INHERENT 
WorTH 





From remote ages to the present 
. day, beautiful jade has held the 
high esteem of millions. Inextri- 
cably bound to history, idealized 
in literature, treasured in abun- 
dant forms, jade has held the 
fate of rulers, the success of ar- 
mies, the lives of uncounted mor- 
tals. No other stone possesses the 
characteristics inherent in jade: 
in beauty of color, translucence, 
resonance, hardness, toughness, 
tensile and crushing strength. 


In the field of partial denture 
alloys, NOBILIUM is winning 
high praise for its inherent phys- 
ical and aesthetic properties. The 
growing number of dental labora- 
tories constructing restorations 
with this outstanding chrom- 
ium-cobalt alloy bespeaks the in- 
creasing popularity of Nobilium 
among professional men and 
their patients. 


You will appreciate Nobilium 
for its incomparable strength and 
its lightness, for its hard, dense, 
smooth surface that resists the 
clinging action of foods, for its 
lustre that never dims and for 
the fact that your patients will 
compliment you for the wearing 
qualities that Nobilium affords. 
For real worth, entrust your No- 
bilium restorations to your pre- 
ferred laboratory. 


Vebkbiim, PRODUCTS, INC. 


CHICAGO PHILADELPHIA 

















WHITE GOLD CASTINGS 


cost no more than the various 
chromium alloys. In the White 
Gold you get a strong, tough 
casting, eliminating clasp 





breakage. 


Send us your cast for price 
on the work made in various 
ways. 





T. M. CRUTCHER LABORATORY, INC. 


BOX 626 . . . LOUISVILLE, KENTUCKY 

















CLASSIFIED ADVERTISING 


RATES: $2.50 for 30 words or less, 
additional words 3 cents each. Mini- 
mum charge is $2.50. Use of key num- 
ber is 50 cents additional. Copy must 
be received by the 25th of each month 
preceding publication. Advertisements 
must be paid for in advance. 


THE ILLINOIS DENTAL JOURNAL 
6355 Broadway ee 
Chicago 40 
AMBassador 3252 


e 

Attention Veterans — Having trouble B U y | Nn Q 
finding an office to resume your practice? 
If so we have a great opportunity for 
you. You have always wanted to get out * 
of the large office building and into a 
small ae of your own. New is the time V l cto ry 
to build your own building at a monthly 
rate much cheaper than your rent will 
cost you. We offer a small bungalow 
office, twenty by thirty feet, equipped . Bo Nn d S 
with two operating rooms, large lab, re- 
ception room, business office, utility room 
and toilet at an unbelievable low cost. 
We specialize only in small professional 


buildings. For further details contact: 
Professional Construction Co., Crystal 
































Lake, Illinois. 











FERNAL "RED DRAGON" ELECTRICAL HEATING FURNACES 





Now available! PYROMETERS .. . complete with calibrated 9 > pe 
+ + « constructed of strong telephone type plastic case . . . glass dial . 
Overall 344" round, 114" thick. Sold FOB Chicago for only $14.70 . 

a remarkable value in today’s market. Write for details! 








FERNAL MFGRS. — 12449 So. State St., Chicago 28 
PRODUCERS OF SPECIALIZED ELECTRICAL EQUIPMENT 

















FREIN Acrylic Restorations Reflect 
Oral Artistry at 
lts Finest 


An acrylic crown or bridge can 
stand or fall in the hands of the 
technician who creates it. The 
beauty and function of each such 
restoration reflects too the quality 
of the dental laboratory that stands 
behind the technician. That's why 
acrylic restorations by FREIN are 
increasing in popularity. Entrust 
your next to FREIN. 


F R E i N Dental Laboratory 


3531 Lindell Blvd. Jefferson 4339 St. Louis 3, Mo. 

















Exclusive Gealures 


Phone 
The Heisler Technique. A method of obtaining func- 
tional balance in full and partial dentures. DEArborn 
L. M. Farnum's Stressbreaking restorations—the finest 1675 


in partial denture construction. 
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FARNED 


LEADERSHIP 
















640 Jefferson Bldg., Peoria 1, Ill. 


RAUS-BUILT restora- 
tions over the years 
have established a high 
standard of prosthetic excel- 
lence that has earned for 
them an acceptance from an 
ever-widening and _ pleased 
clientele. They have secured 
for us a reputation for lead- 
ership in oral prosthetics 
that we value above all else. 
It is your assurance that 
Kraus Dental Laboratory is 
worthy of your trust too and 
a guarantee that your cases 
will be handled with con- 
summate skill. 


Look to us for: 


Vitallium partials 


Porcelain and Plastic 


KRAUS 


DENTAL LABORATORY 


Phone 4-8226 





Austenal Micromold Teeth, 


Vitalon Resin Dentures 














CO-REGA 


FILLED TO THE TOP WITH DENTURE COMFORT. 


Soft.and cushiony. but tenacious in its ability to ‘hol 
dentures longer. “<< 
CO-RE-GA is known and universally recommended 


throughout the professional world. 
The Perfect Adhesive for Dentures. 











: y 
COREGA CHEMICAL COMPANY 
208 St. Cicir Avenue, N. W., Cleveland 13, Ohio 
Lig ASRS STATE 


CO-RE-GA is not advertised to the. public 











GA WE COMPANY 








| PARTIALS 


a 


The most discriminating patient is willing to 
accept the partial as quality when it is con- 
structed of gold. 


When you get right down to facts—patients can 
better afford gold. It is kind to tissue and has 
physical properties insuring service that satisfies 


you and your patient. 


M 


A s d. 
DOWNTOWN O10 GOLD 
& co. AND SALES OFFICE 
"Metals 55 E. WASHINGTON ST. 
CHICAGO ee 2 


T H °o 
GCENENAL OFFICES 
ANDO PLANT 
- 


900 W. KINZIE ST //zecious 


ZONE 22 








